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THE ORGANIZATION OF PSYCHIATRY FOR THE EMERGENCY * 
By HARRY A. STECKEL, M.D., Syracuse, N. Y.? 


So far as I am aware, psychiatrists were 
the first medical specialists who as a group 
undertook to organize themselves for the 
present national emergency and to offer their 
services to the armed forces of the nation. 

The council of The American Psychiatric 
Association, apparently sensing the drift of 
international trends toward another World 
War, at the annual meeting held in May 
1939, authorized the president of the Asso- 
ciation to appoint a new committee, to be 
known as the Military Mobilization Com- 
mittee, to be devoted to preparation for 
possible coming emergencies by conferring 
with the Federal services to determine the 
needs for and availability of psychiatric 
personnel. 

To this end this committee arranged to 
discuss the matter with representatives of 
the Surgeons General of the Army, the Navy 
and the Public Health Service. 

It was found that the navy would require 
a minimum of 150 experienced psychiatrists, 
while the army needed at least one psychia- 
trist to every 5000 troops, that is, in a mini- 
mum effort of a one-million-troop army, 
200 psychiatrists would be required. More- 
over, it was learned that comparatively few 


1 This paper by the chairman of the Committee 
on Military Mobilization was the initial contribu- 
tion in a symposium on military psychiatry held 
Sunday afternoon and evening, May 4, preceding 
the ninety-seventh annual meeting of The Ameri- 
can Psychiatric Association, Richmond, Virginia, 
May 5-9, 1941. 

It was proposed to publish this symposium, to- 
gether with one at a later session on morale, in a 
special supplement to the JouRNAL and there was 
a prospect of securing funds for that purpose. After 
considerable delay in negotiation, however, the 
project had to be abandoned, and the subsequent 
turn in world events has rendered these discussions 
somewhat out of date. 

Nevertheless it seems desirable to publish Dr. 
Steckel’s paper which reflects the very substantial 
accomplishments of his committee, in collaboration 
with other agencies, during the two years preceding 
this meeting, and the carefully considered planning 
that was then under way.—EniTor. 

2 Director, Syracuse Psychopathic Hospital; 
Chairman, Committee on Military Mobilization, 
American Psychiatric Association. 


adequately trained psychiatrists could be 
counted among the medical personnel of 
either the navy or the army. 

A survey of existing trained civilian psy- 
chiatrists available for either of the services 
and the preparation of a card index for 
ready reference was at once undertaken by 
means of a questionnaire, approved by the 
army and the navy, sent to all members of 
the Association, as well as to all non-members 
who were listed by The American Medical 
Association as specializing in psychiatry and 
neurology. 

The response was most satisfactory and 
it was found that 537 members and 306 non- 
members would be available for the armed 
forces, while 451 members and 255 non- 
members, who either because of age, physical 
reasons or other factors were not available 
for active duty, indicated a willingness to 
serve on a part-time basis on the home front. 
It must be borne in mind of course that an 
appreciable number, difficult to even esti- 
mate, of younger men with from one to 
three years of psychiatric experience and 
not yet listed as specializing in psychiatry by 
The American Medical Association or hold- 
ing membership in The American Psychi- 
atric Association, may be counted upon to 
swell considerably the above numbers. It 
would, therefore, appear that there is avail- 
able an ample supply of trained psychiatrists 
for a maximum effort of an army of four 
million men. 

The matter of eliminating psychiatric risks 
in the process of recruiting was another topic 
under discussion and a brief psychiatric 
examination, to consume not more than 
fifteen minutes, was submitted by the com- 
mittee. 

Upon the passage of the Selective Service 
Act, our committee as well as other interested 
groups, such as The Southern Psychiatric 
Association and The William Alanson White 
Psychiatric Foundation made contacts with 
the Selective Service System, drawing to 
their attention the need for “screening out” 
so-called psychiatric risks. Director Dykstra 
immediately recognized the wisdom of this 
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important step and to that end set up a 
neuropsychiatric advisory committee to work 
with him along these lines and Dr. Sullivan 
has since last October spent practically all 
of his time at National Headquarters of Se- 
lective Service. As results of the draft 
boards and induction centers were studied 
it became apparent that there was need for 
improvement in the “screening” process, 
especially along psychiatric lines. 

The question of availability of psychi- 
atrists naturally was raised. Our card index 
was ready, and at the request of Selective 
Service we sent to the Governors of all 
states a list of men available not only for 
appointment as consultants on the advisory 
boards but also for part time work as civilian 
contract surgeons at the induction centers ; 
as a result this work has been more ade- 
quately handled. 

Further improvement in performance, 
however, was needed and a program of 
refresher courses for advisory board psy- 
chiatrists were held in some of the larger 
cities in the east, with others scheduled to 
follow. 

In New York State the State Committee 
on Mental Hygiene, a division of the State 
Charities Aid Association, with full coopera- 
tion of and assistance from the State De- 
partment of Mental Hygiene, has under- 
taken to carry this program a step further 
to include eventually each county of the 
state and to reach each and every draft 
board physician ; for after all the ideal place 
for most effective screening is at the first 
station where medical examinations are held 
and where ample time and opportunity to 
secure pertinent data regarding personality 
defects, etc., is afforded. Should this project 
in New York State prove effective, it is 
quite possible that other state mental hygiene 
groups might be persuaded to do work of a 
similar nature. 

It is not news to this audience when I 
remind you that at the 1940 annual meeting 
of The American Medical Association a 
Committee on Medical Preparedness was 
organized for the purpose of preparing an 
index of all available medical personnel. Our 
index of psychiatrists was offered to this 
committee for their use. At this point it 
was discovered that the National Research 
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Council, a quasi-official organization, was 
being called upon by the surgeons general 
for advice, one of its purposes being to 
advise with Federal agencies on scientific 
matters. This National Research Council is 
an outgrowth of the National Academy of 
Sciences, originally organized by President 
Lincoln during the Civil War and formally 
authorized by Congress in 1916, which has 
been functioning more or less actively ever 
since. 

In order then to cover the neuropsychiatric 
aspects of the advisory work of the National 
Research Council a Committee on Neuro- 
psychiatry, headed by Dr. Winfred Over- 
holser, was set up and began functioning 
immediately. Since there are many ramifica- 
tions of psychiatry in a defense program, 
subcommittees were organized to undertake 
the different activities required of the com- 
mittee as a whole. Four subcommittees were 
consequently organized, each for a specific 
purpose as follows: 

Subcommittee on Personnel and Train- 
ing.—To list the qualified and available psy- 
chiatrists and neurologists, in cooperation 
with the appropriate committees of The 
American Medical Association, The Ameri- 
can Psychiatric Association, and The Ameri- 
can Neurological Association, and to con- 
sider educational procedures for medical 
advisory boards and medical officers. 

Subcommittee on Neurology.—To estab- 
lish liaison with the Veterans Administration 
and with the National- Research Council 
Subcommittee on Neurosurgery and to con- 
sider standards of neurological disability and 
the criteria and methods of examination. 

Subcommittee on Psychiatry —To estab- 
lish liaison with the National Research Coun- 
cil Committee on Problems of Neurotic 
Behavior, and with groups concerned with 
morale, and to consider methods of examina- 
tion, care and prevention of psychotic and 
neurotic reactions. 

Subcommittee on Neuroses.—To considet 
the reviewing of literature in this field and 
the selection of an observer for this com- 
mittee to investigate the current experience 
and practice in England in the occurrence, 
symptomatology, treatment and disposition 
of neurotic reactions, and to formulate a 
program for further studies. 
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As the committee of The American Psy- 
chiatric Association had also, in the natural 
course of events, been called upon to under- 
take a variety of activities aside from those 
already described, the original committee of 
five was enlarged to include twelve members 
and this enlarged committee was further 
subdivided into four subcommittees as 
follows: 

Subcommittee on Personnel and Training, 
Subcommittee on Clinical Psychiatry, Sub- 
committee on Neuroses (these three groups 
to work in liaison with similarly designated 
committees of the National Research Coun- 
cil) and a Subcommittee on Selective Ser- 
vice to continue active assistance to the 
Selective Service System in any work re- 
quested, with special emphasis on methods 
for the effective elimination of psychiatric 
risks. 

Thus it will be seen that the field of 
activities of the original Mobilization Com- 
mittee of The American Psychiatric Asso- 
ciation is a broadened one, yet well covered 
by each of the subcommittees which in turn 
are in close contact with the various sub- 
committees of the National Research Council. 

It might also be of interest to note that 
two members of our committee are prominent 
psychiatrists in the Canadian government 
service, which affords us helpful information 
from the experience of a nation already at 
war and thus our psychiatric activities parallel 
the coordinated defense program for North 
America already established in other fields 
by the Joint Defense Committee headed by 
Mr. LaGuardia. 

The Division of Anthropology and Psy- 
chology of the National Research Council 
has taken up the subject of civilian morale 
and our own subcommittee on clinical psy- 
chiatry has been working in close harmony 
with that group. 

The need of mental hygiene activities in 
industry has for many years been recognized 
and as it was obvious that in the present 
emergency industry must play a major role, 
it is natural that psychiatrists should be 
interested in formulating some plan to meet 
this need. One of our subcommittees has, 
therefore, undertaken to work in close co- 
operation with the Committee on Personal 
Relations in Industry of the National Re- 


search Council and the Subcommittee on 
Industrial Health and Medicine of the Health 
and Medical Committee, Federal Security 
Agency. 

Once the Neuropsychiatric Committee of 
the National Research Council got under way 
the specific loads of the American Psychi- 
atric Committee were much reduced, many 
of the activities which would naturally fall 
to our committee being undertaken by the 
National Research Council, such as setting 
up training centers where reserve corps 
officers might go for training in psychiatry ; 
arranging for an educational program for 
medical as well as line officers already in 
the service; revising regulations for the 
medical examinations of recruits, and other 
problems with psychiatric implication, too 
numerous to mention. 

One gets the impression then that while 
there are many organizations interested in 
national defense and many of these have 
definite psychiatric implications, through the 
close cooperation between these many groups, 
all tuning in with the National Research 
Council, a very effective job is being done 
with little or no duplication of effort. 

To date, so far as I am aware, there has 
been little or no friction between the groups, 
and I should like to believe that this is due 
to the fact that psychiatrists are sufficiently 
well grounded in the principles of mental 
health and hygiene to insure a wholesome 
relationship and active cooperation between 
all these groups. 

We have made contact with many other 
organized groups and committees working 
along similar lines of which lack of time 
forbids mention. 

I have attempted thus far to outline briefly 
what psychiatry has been able to contribute 
to the national emergency. There is much 
work still to be accomplished. It seems to 
me I can express the situation in no clearer 
words than those of the Report of the Com- 
mittee on Psychiatry and the National De- 
fense of the Southern Psychiatric Associa- 
tion, a masterpiece which I hope you have 
all read, which was presented at its annual 
meeting in October 1940 from which I quote 
as follows: 


These United States are being and for some time 
have been subjected to actual economic and psy- 
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chiatric war; moreover, attacks along these lines 
will continue and increase in intensity. We must 
give thought immediately to utilizing psychiatry in 
warding off national peril occasioned by these more 
insidious types of invasion and assault. It is beyond 
question much later than most of us know; much 
too late for indifference on the part of psychia- 
trists—however indifferently those charged with our 
national safety may regard psychiatry itself. We 
must be clear about the place of psychiatry in the 
civilian mobilization necessary to our national de- 
fense; in the promotion, maintenance and protection 
of civilian morale; and in directly neutralizing par- 
ticular phases of the psychiatric warfare—the 
strategy of insecurity and fear. 


I feel certain I am not alone in the con- 
viction that psychiatry has a real contribution 
to make, not only in the present emergency 


of preparation for war, and in the prosecu- 
tion of war if it comes, but also, I should 
like to believe, in the painful period of recon- 
struction which invariably follows chaos, 
Psychiatry may well be able by virtue of its 
knowledge of human engineering to make a 
lasting contribution to a world which we hope 
may eventually emerge, a better place in 
which to live; perhaps not for us in our own 
day but at least for our children and our 
children’s children. 

Here is a challenge which calls for our 
best efforts and undivided “total push,” to 
use a recently coined psychiatric expression, 
Shall we accept the challenge? I am confi- 
dent we will. 
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ARMY PSYCHIATRIC LITERATURE, FACTORS IN INTERPRETATION 
By DAVID J. FLICKER, M.D. 


There has already started an extensive 
literature concerning psychiatry in our pres- 
ent mobilization. A goodly part of this is 
being written by psychiatrists who are still 
in civilian life and whose views are derived 
from their work within the rather limited 
scope of the local draft board. Compara- 
tively few articles as yet have come from 
the psychiatrists within the service, but a 
great flood of material soon will be forth- 
coming. For the proper understanding and 
evaluation of this material certain essentials 
inherent in army psychiatry should be taken 
into account. 


The army is one of the elements of national de- 
fense and its present mission is one of preparation 
for an offensive-defensive type of warfare. It is 
in no sense a social service or curative agency. It 
is to be considéred neither a haven of rest for the 
wanderer or shiftless nor a corrective school for 
the misfits, the ne’er-do-wells, the feeble-minded or 
the chronic offender. Furthermore, it is neither a 
gymnasium for the training and development of 
the undernourished or undeveloped, nor is it a psy- 
chiatric clinic for the proper adjustment to adult- 
hood emotional development. Therefore, there is 
no place within the army for the physical or men- 
tal weakling, the potential or prepsychotic or the 
behavior problem. If an individual is a behavior 
problem in the civilian community he will cer- 
tainly become a more intensified problem in the 
service (1). 


From this excellent expression of the aims 
and purpose of the army it can be seen that 
the essential functions of army psychiatry 
are: first, to prevent whenever possible 
the inclusion into the service of those indi- 
viduals who would fit into the undesirable 
category ; and next, to provide for their ex- 
clusion as rapidly as their undesirability shall 
make itself evident. It must be pointed out 
that many civilian agencies and many civil- 
ians have failed completely to comprehend 
the basic purpose of the army as above out- 
lined and, much to the discomfiture of mili- 
tary authorities, it has been a common prac- 
tice of many municipalities to push forward 
their most undesirable elements with the 


1 Captain Medical Corps Reserve, Station Hospi- 
tal, Camp Blanding, Florida. 


thought, “that the army would make men 
of ’em.” 

Certain fundamental differences exist in 
the relationship between the civilian psy- 
chiatrist to his patient and that of the psy- 
chiatrist in military service to the afflicted 
soldier. The first difference is that most 
frequently, in civilian life, the patient comes 
to the psychiatrist with a genuine desire to 
rid himself of a disturbing condition. In 
military life, most frequently, the patient 
is referred to the psychiatrist because he has 
been inefficient, ineffective, valueless or defi- 
nitely disturbing in his unit. His act in 
attending the psychiatrist is usually not 
voluntary. 

In civilian life the psychiatrist is usually 
the employee of the patient and therefore 
rapport is comparatively easy. The patient 
realizes that he need not necessarily attend 
this psychiatrist and his feeling of superior- 
ity in this respect helps to make him coop- 
erative. In the army, the psychiatrist is an 
officer who wears the same uniform that 
frequently is symbolic in the soldier’s mind 
(either conscious or unconscious) of the eti- 
ology of his difficulties. Hence rapport is 
often difficult if not impossible. The soldier 
refuses frequently to confide and the psy- 
chiatrist is left without a state of rapport 
with his patient. 

Furthermore, the civilian psychiatrist is 
employed by the patient and his actions in- 
variably are for the best interests of the 
patient. The army psychiatrist is an em- 
ployee of the United States Government 
and his first duty is to further the efficiency 
of the army, occasionally even to the detri- 
ment of the individual soldier, although for- 
tunately this need rarely be the case. 

Another point that cannot be overlooked 
is that the patient in civilian life comes for 
relief from symptoms. He expresses, usu- 
ally, a genuine desire to get well. The psy- 
chiatrist is almost always convinced that 
consciously at least the patient desires to 
get well. In military life most psychoneu- 
roses have a superimposed strata of maling- 
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ering because the patient soon recognizes in 
his variegated psychic picture the possibility 
of procuring a desirable end and he con- 
sciously clings to and exaggerates his neuro- 
sis in an attempt to make that desirable end 
more certain of attainment. This end is 
honorable release from military duties. 
The final and probably most important 
difference between the two types of psy- 
chiatry is that the primary function of the 
civilian psychiatrist is therapy. His success, 
professionally and financially, depends upon 
the results obtained in the treatment of his 
patients. The primary function of the army 
psychiatrist is diagnosis. He has neither 
time, personnel nor equipment to even con- 
sider therapy in any save the very mildest 
cases. This rationale can be understood 
when one considers the following statistics : 
a psychoanalyst in private practice takes 
care of about 5 patients per year, a psychia- 
trist in the New York State Hospital system 
takes care of 175.9 patients per year(2). 
The army psychiatrist admits, on the aver- 
age, a minimum of five patients and fre- 
quently as many as 10 to I2 patients per 
day to his ward; this, in addition to con- 
sultant duties on the other wards of the 
hospital and to administrative duties. It 
can, therefore, be seen why the psychiatrist 
has time for nothing but diagnosis. How- 
ever, his functioning even in this respect, 
because of the pressure of time, must of 
necessity be limited. He does not have the 
necessary time to probe deeply into the 
psychopathologic variations or to seek the 
etiology of the aberration. Further, from 
an army standpoint the important factor is 
not the exact diagnosis. It makes no dif- 
ference to the patient or to the army if 
the soldier is discharged with the diagnosis 
of psychoneurosis, conversion hysteria, or 
psychoneurosis, anxiety tension state. With 
either diagnosis the discharge will probably 
clear up the soldier’s immediate difficulties 
and will rid the service of an individual who 
is of no value to his unit. The differential 
diagnosis in military psychiatry, then, is in 
essence a final decision concerning the man’s 
ability to perform the duties of a soldier. 
Under the pressure of the volume of work 
that must be handled the psychiatrist must 
be excused from the intensive study that 
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would be required in borderline cases for 
fine differential diagnoses of various types 
of psychoneuroses. 

Moreover, most neuropsychiatric services 
throughout the army are understaffed or are 
staffed by men whose specialty training has 
often not been adequate. This shortage of 
psychiatrists is being experienced by every 
army in every part of the world. 

The difficulties inherent in the practice of 
civilian psychiatry are carried over into 
military psychiatry and usually made greater, 
Just as the civilian psychiatrists differ in 
their concepts as to where eccentricity ends 
and definite psychopathy begins(3), so the 
army psychiatrist is again and again con- 
fronted with that personality which lies be- 
tween a “little queer’ and definitely psycho- 
pathic. 
largely determined by the psychiatrist’s own 
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background in regard to the military ser- 
vice, so that one psychiatrist may diagnose 
as definitely within normal limits what a 
second psychiatrist would consider definitely 
a psychopathic personality. Prominent au- 
thorities have long differed on such a funda- 
mental matter as an accurate definition of 
what constitutes a constitutional psycho- 
pathic state and the decision of the psychia- 
trist will depend upon the school to which he 
adheres(4). 

When one considers the difficulty fre- 
quently met in civilian life in the diagnosis 
of such conditions as the various types of 
schizophrenia and, further, how frequently 
catatonic schizophrenics ultimately become 
hebephrenic, and how frequently “true” 
paranoias after a period of time will show 
delusional hallucinatory trends more typical 
of the deterioration of przcox, it may be 
understood how even gross psychotics can 
be misdiagnosed. This is especially true 
since the primary purpose of the military 
organization, once the definite diagnosis of 
psychic aberration is made, is to deliver the 
affected soldier to an institution for the 
treatment of these conditions and relieve his 
organization. 

Statistics of breakdowns under the army 
regime must be interpreted as not necessarily 
indicative of a lowering of the national 
mental health. Many soldiers were mildly 
psychoneurotic prior to induction and, hav- 
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ing a restricted adaptability, fail in military 
life although they were able to carry on in 
civilian life. According to Slater(5) many 
men of borderline or dull intelligence come 
into this category, also epileptic cases and 
effort syndrome, hypochondriacs, and cases 
of old head injury. Experience at Camp 
landing has borne this out. 

We thus see that there are many possible 
sources of error in interpretation of army 
psychiatric literature, and not the least of 
these are the regulations which have been 
promulgated by the Surgeon General’s office 
for the protection both of the soldier and of 
the Government. 

The provisions of the Veterans Administration 
Acts to the effect that every person employed in 
the active military or naval service for six months 
or more in time of peace or ninety days in time 
of war, will be taken to have been in sound condi- 
tion when examined, accepted and enrolled for ser- 
vice, except as to defects, infirmities, or disorders 
noted at time of examination, acceptance, and en- 
rollment, or where evidence of medical judgment 
is such as to warrant a finding that the disease or 


injury existed prior to acceptance and enroll- 
ment (6). 


The interpretation of this paragraph will 
arouse considerable discussion from the 
standpoint of lay psychiatry. It will be noted 
that regardless of the hereditary background 
and regardless of the environmental picture 
prior to induction, the affected soldier will 
definitely be given the benefit of all doubt 
and his defect will be declared one in “line 
of duty” unless, under the present situa- 
tion, it is possible to weed this group out be- 
fore three months of service have elapsed. 
Therefore the Surgeon General has pro- 
vided: “Those cases of constitutional in- 
feriority or psychopathy who develop psy- 
choses after six months service in time of 
peace and ninety days during wartime, will 
be diagnosed as psychosis unclassified and 
no reference will be made to constitutional 
factors in the diagnosis(6).” It must be 
seen, then, that anyone interpreting statis- 
tics at some later date without due considera- 
tion for this fact will attribute many more 
psychoses to military service as induced by 
the service than the real facts would warrant. 

A similar factor can be found in the pres- 
ent military classification of cerebro-spinal 
lues. Paresis as diagnosed is limited to cases 


which show psychic changes in addition to 
neurological changes and the characteristic 
changes in the spinal fluid. Cases with a 
paretic type spinal fluid but without psychic 
changes will be reported as, “Syphilis, 
cerebro-spinal, unclassified. Manifested by 
....(7).” It will thus be seen that there 
will be much less paresis in the army than 
in the same group in civilian life, since the 
diagnosis of paresis without psychosis may 
not be made. 

It must be pointed out that a number of 
psychosomatic disorders have been listed as 
strongly suggesting psychoneurotic disor- 
ders. These, according to the well-known 
Circular Letter 19(1), include such condi- 
tions as “neurasthenic states,’ neuro-circu- 
latory asthenia, “effort syndrome” or 
D. A. H., paroxysmal tachycardia, gastric 
hyperacidity, etc. In this relationship it will 
be well to note that most psychopathic per- 
sonalities appear to the psychiatrist for the 
first time after having had a complete 
work-up of some somatic ailment and hav- 
ing been declared negative. 

The preceding paragraph shows how the 
constitutional psychopath who happens, in 
addition, to have a functional heart or gastro- 
intestinal complaint will probably receive 
as his discharge diagnosis, psychoneurosis, 
conversion hysteria, instead of the more 
academically accurate diagnosis. Since the 
diagnoses are written on the discharge 
papers, and since the method of discharge 
and type of discharge (vide infra) vary with 
the diagnosis, we again note the exceeding 
liberality of the regulations. 

Such terms as “imbecile” and “moron” are 
also frowned upon and an approximate men- 
tal age is given. ‘Elaborate psychometric 
estimation is not necessary and any accepted 
abbreviated method will suffice(1).” There- 
fore, interpretation of feeble-mindedness in 
any degree from the statistics applied by 
the army must remain an approximation 
since the tests vary with the psychiatrist. 
Once again we may point out that it is of 
no great importance whether the diagnosis 
be moron, mental age I1, or imbecile, men- 
tal age 6—the army rids itself of an inept, 
uneducable soldier, the psychiatrist has suc- 
ceeded in disposing of one more fragment 
of his mountainous task, no particular harm 
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has been done to the individual, but statis- 
tics can once again be made to lie. 

The diagnosis of epilepsy can be made in 
the army only if an army medical officer 
witnesses an epileptic attack or if an ex- 
treme ponderance of data supported by affi- 
davit be produced. Therefore, in all prob- 
ability epilepsy as a diagnosis will appear 
less frequently than it should. 

Despite all optimistic estimations to the 
contrary, malingering is an enormous prob- 
lem. The psychiatrist is frequently con- 
fronted by that patient who has some somatic 
complaint which has been investigated by 
competent physicians in every aspect and 
which has been found unwarranted. A com- 
plete work-up of the case from a psychiatric 
standpoint reveals no pathology. Return of 
the individual to duty is invariably followed 
within a short time by his return to the hos- 
pital by the field medical officers with the 
same or another somatic difficulty. The 
psychiatrist is then faced with making one 
of the following diagnoses: first, that the 
patient has some genuine difficulty which the 
internist, gastroenterologist, cardiologist, 
urologist, orthopedist or other specialist has 
failed to determine; second, that some con- 
flict material in his personality makeup which 
is being converted into these organic symp- 
toms is being overlooked ; and third, that the 
individual is consciously simulating or ma- 
lingering, which in the army is a crime 
punishable by general court martial and 
imprisonment. 

The psychiatrist is loath to make the diag- 
nosis of malingering since it entails his 
appearance before a general court martial 
board, consisting for the most part of line 
officers who have no special medical training 
but who can still see the fallacy of a diagno- 
sis by exclusion. Furthermore, the court 
martial, the same as the civilian court, op- 
erates on the basis that the benefit of any 
doubt must be given the man on trial. 

In this regard, perhaps, it is well to bear 
in mind that it is the opinion of a number of 
psychiatrists that any malingerer must have 
psychopathy in his personality makeup. 

One of the greatest difficulties encoun- 
tered is in the attempt to persuade a line 
officer, and frequently medical officers, of 
the essential difference between a psycho- 


| May 


neurotic and a malingerer. The following 
quotation from the Selective Service Regula- 
tions, Volume six, Section XXI1(8), entitled 
“Notes on Malingering’’ shows the extent of 
the confusion from the standpoint of the 
psychiatrist : 

Types of Malingerers—Malingerers may be di- 
vided into three general groups. 

a. Real malingerers with nothing the matter with 
them, who injure themselves, or make allegations 
respecting diseases or such condition as drug tak- 
ing, or who simulate disease with full consciousness 
and responsibility—all for the purpose of evading 
military service. Many of these will have been 
coached. 

b. Psychoneurotics who are natural complainers 
and try to get out of every disagreeable thing in 
life; perhaps only partially conscious of the nature 
of the seriousness of what they do and only partly 
responsible. In many the motives are not persistent 
and many can be made into good soldiers. 

c. Confirmed psychoneurotics with long history 
of nervous break-downs and illnesses who behave 
like group a above but more persistently and from 
whom not much can be expected in the way of 
reconstruction. 


Yet another factor in consideration of sta- 
tistics, particularly those coming from an 
individual organization, must be considered. 
That is, that neuropsychiatric cases among 
the enlisted personnel of a camp must be 
taken care of in that camp, provided a com- 
petent neuropsychiatrist is on the staff. In 
the cases of officers, army nurses, and war- 
rant officers, the patient must be transferred 
to a general hospital(g). This will provide 
statistical records coming from two different 
social and financial groups. 

Before an individual is discharged from 
the service on any of the various diagnoses 
of psychosis, psychoneurosis, constitutional 
psychopathic state or mental deficiency he 
must, after having received a work-up in 
the hospital including a minimum of twenty- 
one days of psychiatric observation (vari- 
able in accordance with desires of corps 
areas and post commanders), be presented to 
a board of medical officers who review the 
case and decide whether the diagnosis is 
warranted and whether the symptoms are 
severe enough to require discharge. This 
so-called C.D.D. Board (Certificate of Dis- 
ability for Discharge) may: 

1. Return the case to the wards for fur- 
ther study. 

2. Remand the case to a 600-500 Board 
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for definite determination of sanity. Under 
Army Regulation 600-500 every individual 
who is believed insane must be presented 
to a board of competent medical officers, 
usually psychiatrists, who decide upon his 
sanity. 

3. Recommend a C.D.D. 

4. Refuse to recommend a C.D.D. and 
refer the case back “to duty.” 

5. Refuse to recommend a C.D.D. and 
refer the case to a Section VIII Board. 

Constitutional psychopathic states and 
mental defectives are disposed of under Sec- 
tion VIII Army Regulations 615-360, and 
usually receive neither an honorable nor a 
dishonorable discharge but a discharge from 
which the word “honor” is omitted. This 
discharge is recommended by the line officers 
and it becomes the task of the psychiatrist 
to convince a group of laymen of the psy- 
chopathy or mental inadequacy of the soldier. 
If the disability is in line of duty, the C.D.D. 
is a thoroughly honorable discharge and 
probably in no way impairs the individual’s 
usefulness in the community or his ability to 
rapidly readjust himself to civilian life. Psy- 
chotics receive an honorable discharge and 
are delivered either to the care of their 
families, to a state institution, a Veterans 
Hospital, or to St. Elizabeth’s in Washing- 
ton, which is a government institution. 

This organization, as outlined, is appar- 
ently similar to that in the naval service as 
the following quotation by Dravo(10) would 
show. The first method in which he speaks 
of an apparently fairly easily obtained dis- 
charge for “inaptitude’”” has no counterpart 
in the army to my knowledge. 

If in a few weeks there is evident only an in- 
ability to adapt or to show a fairly normal apt- 
ness a recruit is given a discharge on grounds of 
inaptitude. Those showing functional disorders and 
evidence of physical or anatomic stigmas of de- 
generation are given a discharge by a medical 
survey. Those showing more or less antisocial and 


behavioristic tendencies rather than a physical pic- 
ture are discharged as undesirables. 


Before adverse criticism rises concerning 
the lack of psychotherapy applied to psycho- 
neurotics, it is necessary to consider the ele- 
mentary factor of anxiety. Anxiety which 
cramps the neurovegetative centers is only 
exceptionally a reaction to gross external 
danger. Man lives much more frequently in 


a borderline, often quite unrealized, anxiety 
state. In the soldier there are not vague and 
unknown fears and uncertainties. Uncer- 
tainties do exist, the fears are real, the 
danger imminent. It is impossible to reas- 
sure and encourage him to a healthy point 
of view regarding his position in the scheme 
of things since his position may frequently 
be anything but healthy. If he does not 
posssess a certain stoicism, inner philosophy, 
and fortitude he must be deemed as inadap- 
table. I strongly question the ability of psy- 
chotherapy to instill courage in the great 
majority of those we are finding it necessary 
to C.D.D. This view is strengthened in men 
who break down in training without being 
exposed to battle. 

I feel that the following quotation so suc- 
cinctly outlines the problem that it warrants 
verbatim repetition. 


Treatment of the neurotic war casualty has to 
be limited by practical possibilities. It is impossible 
for psychotherapy to reconstitute the makeup of 
the personality, and that in any case radical psycho- 
therapy is impossible under war conditions if only 
because of the time required. Treatment must be 
aimed at dealing with the symptoms and bringing 
about return to the conditions before the break- 
down, at readapting the patient to a socially valu- 
able life and so arranging his future that strains 
which are for him intolerable will not have to be 
endured again. Psychotherapy is faced with un- 
usual difficulties in war service cases, which re- 
semble unsettled compensation cases of peace- 
time(11). 


SUMMARY 


Some essential differences between the 
viewpoints of the civilian and army psychia- 


_trists have been presented. Some of the 


problems and regulations which must be con- 
sidered in interpreting literature that will 
be forthcoming concerning army psychiatry 
are herewith explained. It is hoped that this 
will prevent unwarranted generalizations or 
interpretations from a statistical standpoint 
and will enhance the value of the material. 
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PROGNOSIS IN MANIC-DEPRESSIVE PSYCHOSES ' 
By THOMAS A. C. RENNIE, M.D., New York, N. Y. 
WITH THE HELP oF J. B. FOWLER, A.B. 


This article is the study of manic-depres- 
sive conditions and is part of the follow-up 
project that is being done at the Henry 
Phipps Psychiatric Clinic in bringing up to 
date the course and progress of all former 
patients. The material for this paper con- 
sists of 208 cases of manic-depressive reac- 
tions, none of whom received shock therapy. 
The statistics should be of value in evaluat- 
ing therapeutic procedure and offer a basis 
of comparison for results obtained by shock 
methods. The cases selected are from the 
first 1300 patients admitted in the years 
1913, 1914, 1915, 1916. This was done in 
order to have as long an interval span as 
possible. During those years, 307 cases were 
admitted, including a number diagnosed as 
“allied to manic-depressive.” These were 
unclear affective cases with admixtures of 
other reaction types, usually schizophrenics. 
These atypical cases were discarded be- 
cause we wished to include only clear-cut 
manic-depressive reactions. There were ex- 
amples of what seemed to be manic excite- 
ments which, on long-term observation, de- 
veloped into schizophrenic reactions. Cer- 
tain cases of depression and persons with 
delusions of persecution sometimes, in the 
course of years, lose the preponderance of 
affect, emerge slowly into conditions showing 
more automatic and bizarre schizophrenic- 
like behavior. Other depressive cases with 
hypochondriasis lose their preponderant de- 
pressive affect and sink into a state of chronic 
invalidism with little real depressive content. 
There were other cases where the picture 
of delirium, of senility, of obsessive compul- 
sive states, becomes the dominating feature, 
with the affect largely incidental. Such cases 
were excluded since it was our desire to see 
what becomes of the pure affective reac- 
tions. Certain other patients were excluded 


11, From the Henry Phipps Psychiatric Clinic, 
the Johns Hopkins Hospital; and the New York 
Hospital, Department of Psychiatry, Cornell Uni- 
versity Medical College. 

This study was made possible by the help of the 
John and Mary R. Markle Foundation. 


largely where the follow-up material was un- 
available or inadequate to show the course 
of the disorder. Where, however, the youth- 
ful patient died, either by suicide or illness 
shortly after the first attack, such records 
were included. So also are the records of 
patients whose first attack or first hospitali- 
zation takes place in middle life when a 
satisfactory account of the past history and 
previous attacks was obtained, even if there 
was little or no follow-up information 
available. 

In all, 99 cases were discarded, leaving 
208 for this study. 


ANALYSIS OF MANIC-DEPRESSIVE REACTION 


The study of this group in its entirety has 
been made in order to sort out the individual 


TABLE I 
METHOD OF FOLLOW-UP 
No. of 
patients 
Social service interview only.............. 26 
Physician’s interviews only............... 6 
Physician’s interviews and letters.......... 12 
Physician’s and social service interviews... 4 
Physician’s interviews, social service inter- 

Social service interviews and letters....... 33 
Newspaper notice—suicides .............. 4 
Died in Johns Hopkins Hospital.......... 4 
Transferred to another psychiatric hospital, 

jumped from train and died............. I 
Ran away from ward, went home and shot 

No follow-up data (was well on discharge) . I 


factors that characterize the manic-depressive 
reaction. Every effort has been made to 
determine the present whereabouts and sta- 
tus of the cases; the manner of obtaining 
the material is illustrated in Table I. Most 
of the information has been obtained from 
patients’ letters describing their present 
status and intervening course. ~ 
801 
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The following items stand out sufficiently 
to be given special attention : 


1. Number, sex, civil status, occupation. 

2. Birth order. 

3. Education. 

4. Age on admission to the Henry Phipps Psychi- 
atric Clinic. 

5. Condition on discharge. 

6. Heredity. 

Personality. 

Sexual factors. (Included in this study as a 
contrast to the same factor in the group of 
schizophrenic cases. ) 

9. Factors operating at the onset of illness. 

10. Somatic factors. (Physical handicaps under 
which the patient was laboring, or which may 
have helped cause his illness.) 

11. Onset span. (The time elapsing between the 
beginning of his difficulty and the giving up 
to it.) 

12. Affect. 

13. Delusions. 

14. Hallucinations. 

15. Other admixtures of behavior. 


The largest group was that of recurrent 
depressions (102). There are 40 additional 
patients with single attacks of depression. 
Recurrent manic attacks occurred in 14 pa- 
tients, single attacks in 3 patients (2 re- 
covered, I unrecovered). The cyclothymic 
cases (who have both excitement and de- 
pression) numbered 49, only 2 of whom had 
single attacks of the cycle (I recovered, 1 
unrecovered). The remaining 47 had re- 
current episodes. Of our entire group, 
therefore, only 45 patients (21%) had a 
single attack of the disorder. The over- 
whelming majority, when seen over a long 
period of time, proved to have recurrent 
episodes. 


2. ORDER OF BIRTH 


Since some attention has been paid to this 
point in the literature,® it was included in 


TABLE II 


SEx AND MARITAL STATUS OF 208 PATIENTS 


Male 
mame CIA) 10 
sis 
Single attack—depression with recovery 
Single attack—depression unrecovered 
Recurrent depression (102)............ 46 


16. Somatic effect of the attack. 
17. Mental status examination. 
18. Condition of rapport. 

19. Course of the disorder. 


I. SEX AND MARITAL STATUS 


The facts as to sex and marital status 
are given in Table II. The group includes 
gi male patients, 117 female. Sixty-eight 
of the patients were single, 119 married, 16 
widowed, 3 divorced. 

The patients are grouped under seven 
major categories in order to determine 
whether there were characteristic differences 
among manic and depressive patients de- 
pending on the occurrence of a single attack, 
recurrent attacks, or a chronic state of the 
disorder. 


Female Single Married Divorced Widowed 
4 7 0 I 
I I 
I I I 
20 7 16 3 
7 6 ” I 
56 28 6! 2 II 
28 19 27 I I I 
117 68 119 3 16 2 


this study. It was not possible to find in- 
formation on 77 of the cases. Among the 
remaining 131, the distribution is fairly even, 
although the tendency seems greater for old- 
est and youngest children than for the middle 
members of a large sibling group. 


3. EDUCATION 


The majority of the patients have had 
less than high school education (132 cases). 
These earlier patients were selected largely 
from the Baltimore area and probably did 
not represent in general the higher level of 
intelligence and education which would char- 
acterize admissions at the present time and 


3H. H. Berman: Order of birth in manic-de- 
pressive reactions. Psych. Quart., 7, 430, 1933. 
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which represents the hospital’s present policy 
in choice of patients. Nevertheless, the pre- 
ponderance of patients of lower educational 
achievement seems worthy of mention. 


4. AGE ON ADMISSION TO THE HOSPITAL 


Three patients had first manic-depressive 
attacks at the age of 14, one at 16, one at 
17, and two at 19. At the other extreme, 
the oldest patient to start having recurrent 
depressions had three circumscribed attacks 
at 65, 66, and 71, reactive in nature and with 
normal productive intervals. 

The largest incidence of illness is between 
20 and 55. After 55, the incidence declines. 
Only 21 patients had their first attack prior 
to 20. The largest single number of patients 
developing this condition was between 45 
and 55. Many recurrent depressions first 
appeared in that decade. It is also note- 


6. HEREDITY 


One hundred thirty-two patients showed 
a positive heredity. The depressive reaction 
is the chief type occurring in the hereditary 
background. The hereditary factor is pri- 
marily in the direct and sibling line rather 
than in the indirect. An overwhelming num- 
ber of the total manic cases show a positive 
heredity. That the hereditary factor is im- 
portant cannot be questioned. 


7. PERSONALITY 


The characteristic personality is that of 
the out-going syntropic type. This, however, 
is not invariable, as rather egotropic per- 
sonalities were observed in 46 patients of 
the group. Mixtures occur predominantly, 
and so it is evident that the manic-depressive 
reaction is not limited to the syntropic type. 


TABLE III 


CONDITION AT DISCHARGE 


Chronic 

Improved Recovered Unimproved outcome 
Single attack—depression with recovery (26)..... 12 9 5 oO 
Single attack—depression unrecovered (14)....... 5 oO 9 14 


worthy that 11 patients with recurrent de- 
pressions had their first attack after 60. 


5. CONDITION ON DISCHARGE 


At the time of discharge from this hos- 
pital, 61 of these patients had recovered from 
their attack, and an additional 86 had im- 
proved. Thus about three-fourths of the 
cases (71 per cent) were well or improved 
at the time of leaving the hospital. Sixty- 
one cases were unimproved on discharge 
but of these, 18 later recovered. In the 
entire series there were only 16 chronic cases. 
Chronic mania seems to be rare; chronic 
depression is not a common occurrence, 
although it is considerably more frequent 
than the chronic manic. The proportion of 
cases unimproved on discharge was larger 
for the cyclothymic than for any other 
group. 


8. SEXUAL FACTORS 


Sexual difficulties are present in approxi- 
mately half the cases. In almost the entire 
other half, the sexual factor did not seem 
to be of significance in the dynamics or mani- 
festations of the illness. This is a much less 
frequent finding than in a group of schizo- 
phrenic patients previously studied.‘ 


Q. FACTORS OPERATING AT ONSET OF ILLNESS 


An overwhelming percentage of these pa- 
tients (79 per cent) showed evidence of 
definite disturbing life situations in the im- 
mediate dynamics, to which their attacks 
were attributed (from the nature of the con- 


4 Follow-up study of five-hundred patients with 
schizophrenia admitted to the Hospital from 1913 
to 1923. Arch. Neurol. and Psychiat., Vol. 42, 
pp. 877-891, Nov. 1939. 
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tent or by retrospective accounts of the 
patients ). 

Only 20 per cent of the cases seem to have 
arisen relatively out of the blue. Thus it 
would appear that manic-depressive reaction 
is to a considerable extent a life-experience- 
determined reaction, not predominantly un- 
motivated. This factor is particularly evi- 
dent in the group of recurrent depressions. 
In the cases with single-attack depression 
and in the cyclothymic group, it looms rela- 
tively large. Disturbing events as probably 
precipitating factors are less common, how- 
ever, than in the schizophrenic groups.° 


time. In 11 of the patients, chiefly the manic 
and cyclothymic cases, the psychosis was 
initiated abruptly in a period of a few days. 
Some of these, however, represented abrupt 
shifts to manic excitements following phases 
of depression. By far the largest number of 
patients, however, required from one to six 
months for the full development of their 
illnesses. Some of these conditions appear 
to have been coming on over periods of one, 
two or three years. The manic-depressive 
illness, therefore, appears to be one of grad- 
ual onset, often unrecognized until the con- 
dition is well advanced. 


TABLE IV 
AFFECT 
3 
Recurrent manic 4 5 13 3 
I I I I 
Single attack—manic (2).......... 2 2 I 
Single attack—depression with re- 

II I 8 13 8 II I 
Single attack— depression unrecov- 

Recurrent depression (102)........ a: ae. 4 31 57 29 30 I4 33 
10 13 20 6 9 15 I19 5 7 8 

64 18 46 60 52 54 16 99 43 37 58 I 


10. CONTRIBUTING SOMATIC FACTORS 


Somatic factors are important, for 78 
cases of the group showed positive somatic 
disturbances at the onset of their illness. 
These are predominantly cardio-vascular dis- 
turbances; 33 patients had evidences of 
either marked arteriosclerosis, cardiac en- 
largement or hypertension. Eight patients 
had evidences of enlarged thyroid or actual 
hyperthyroidism. Menstrual disturbances 
were not very frequent. Other much less 
common factors were gastrointestinal dis- 
turbances (constipation, visceroptosis, hyper- 
or hypo-chlorhydria), lues, diabetes and 
nephritis. 


II. ONSET SPAN 


In only 25 of this series did the psychosis 
appear to come abruptly in less than a week’s 


5 See ibid. 


12. AFFECT 

The nature of the affect and its admix- 
tures is of considerable interest (Table IV). 
Not always is the affect one of pure sadness 
or pure elation. Commonly we find admix- 
tures of impure affects (Table IV). In only 
two of the cases was there no evidence of 
disturbed affect, either in the patient’s state- 
ment or in his objective appearance. Elation 
and depression are the common emotions, 
the latter often described as being worried 
and expressed in remorse and self-accusa- 
tion. Brooding and sense of hopelessness is 
a quite frequent finding, and a considerable 
number of the patients (64) evidenced sui- 
cidal risk or made actual attempt. 


13. DELUSIONS 


Nearly half the series (g9 cases) had de- 
lusional material as part of their psychoses. 
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Overwhelmingly the delusions are paranoid 
in nature. Forty-nine patients had ideas of 
persecution or of passivity. This occurred 
in manic as well as in depressive conditions. 
The occurrence of paranoid and grandiose 
ideas together in the manic is not uncommon. 
The depressive delusions (25 cases) are 
predominantly those of self-blame and self- 
depreciation, having to do with ideas that 
they are dead, that their bodies are changed, 
that they are immoral. Even the manic pa- 
tient occasionally has these self-depreciatory 
delusional ideas, although depressive affect 
may be absent at the time. Delusions seem 
more common in patients admitted here un- 
der 20 (8 patients, 62.5 per cent) and over 
60 (72 per cent). The earlier group shows 
nothing characteristic in the delusional ma- 
terial. In the patients over 50 the content 
predominantly revolves around ideas of 
poverty, that the individual is to be destroyed 
or tortured in some horrible manner, that 
they are being poisoned, that they are being 
contaminated by feces. The numbers of 
patients in the various age groups showing 
delusions are: 


Patients under 20—62.5% had delusions 


20-30—42% 
30-40—327% x 
40-50—497% 
50-60—36% “ 
60-7 I—72% “ 


I4. HALLUCINATIONS 


Forty-five of these patients were halluci- 
nated, this phenomenon occurring in all 
types, but largely in the recurrent depressive 
group. Samples of the chief types of hal- 
lucinations noted are as follows: conversed 
with God; heard sentence—‘“daughter is 
dead”; saw iceberg floating, bottle of car- 
bolic in ceiling ; voices in gramophone, people 
talking through stomach ; saw star on Christ- 
mas day; saw and heard dead mother ; voices 
tell her not to eat, to walk backwards; sees 
something white—a vision; saw path of 
fire running up and down; saw and heard 
God and angels; saw snake coming to her; 
trees glitter like gold; saw dead father ; ani- 
mal faces in food; saw and heard animals; 
heard voices ; voices—“they’ve got me now” ; 
sees dead people and skulls (patient very 
superstitious) ; brother’s and dead people’s 

2 


voices; God’s voice; sees devil and hell’s 
flames; saw God; sees husband in coffin; 
hand pointing to cross; sees her babies in 
heaven; voice says, “Do not stay with hus- 
band”’; sees snakes and negroes; two men 
digging a grave; saw fire and fire engine 
repeatedly. 


I5. OTHER BEHAVIOR 


Other behavior combinations noted in- 
cluded such items as: refused medicine, 
hoarding, demanding, spitting, wetting and 
soiling on floor, self exposure; stupor or 
pseudo-stupor ; soiling because too weak to 
go to toilet; draping self in bedclothes; 
grimacing, smearing, naked ; gruesome inter- 
ests; tantrums, confabulations; blocking 
with respiratory “heavings” ; panic, bed wet- 
ting; fear with screaming of being killed; 
neighing; “as if in a trance”; occasional 
hand and body postures ; “as if suspended in 
space”; tendency to feel slighted; hoarding 
belongings in pocket for fear of transfer; 
hoarding cards wrapped in newspaper ; will 
die if she talks; spitting, wetting, soiling; 
arms raised, eyes on ceiling for hours at a 
time ; exposing, smearing ; wet, soiled; long 
scrutiny of stools; three attacks of uncon- 
sciousness with feeling of relief afterwards; 
grimacing, mannerisms, finger talk—‘“un- 
able to talk and wanting to express”; man- 
neristic smile; grimacing; drooling. 

These mixed types of behavior were pre- 
sent in 41 of the patients and seem to be rela- 
tively more frequent in the manic and cyclo- 
thymic types. Certain other admixtures of 
behavior, largely of the nature of psycho- 
neurotic elements, schizophrenic features and 
arteriosclerotic components, were present in 
79 cases of this series, more commonly in 
the depressive reaction. 


16. SOMATIC EFFECT OF THE ATTACK 


The affective psychosis very commonly 
brings with it certain somatic changes. These 
were demonstrated in 119 patients. The out- 
standing difficulties are those of insomnia. 
Fifty-three patients complained of sleep dif- 
ficulty. The next most frequent somatic 
effect is loss of weight (31 cases) ; the next, 
loss of appetite. In decreasing frequency 
one finds headache, constipation, fatigue, 
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cardiovascular irregularities, gastro-intesti- 
nal upsets, sexual impotence and unex- 
plained fever. 


17. MENTAL STATUS 


Actual disturbances of the thinking proc- 
esses occurred in one-fourth of the cases, 
chiefly as slowing, poor retention, poor con- 
centration, memory loss (subjective and ob- 
jective), confusion, and occasionally actual 
disorientation. 


18. RAPPORT AND INSIGHT 


Most of these patients showed capacity 
for establishing rapport. One hundred thirty- 
six patients showed this capacity. Insight 
was present in half the series. Insight is 
less likely to be present in the manic and 
cyclothymic types, is more common in the 
depressive types; rapport is less good in the 
manic and cyclothymic types. 


DIscUSSION OF CLINICAL GROUPS 


Recurrent Depression.—By far the largest 
number of these patients falls into the 
category of recurrent depressions. There 
were 102 such cases, 15 of whom had long 
recovered periods of twenty years or more 
between attacks, and 52 of whom had remis- 
sions of at least ten years. Thus it would 
seem that we must be cautious in pronounc- 
ing complete recovery for the future, since 
67 of this group showed recurrence after 
long intervals. 

Cyclothymic Cases—The second largest 
group is made up of the cyclothymic cases, 
49 in all, and they present many and interest- 
ing variations in their pictures. The earliest 
first attack in this group occurred at the age 
of 14, with depressive onset; the latest first 
attack occurred at the age of 56. 


From then until the age of 73, he had four attacks 
of well-circumscribed hospitalized elation, alternat- 
ing with mild depression in which he became pessi- 
mistic, inactive and silent, but did not need to be 
hospitalized. Following his last attack of elation 
at 73, he remained at home, appearing often de- 
pressed, until his death four years later. 

One patient had a single attack occurring at 30, 
beginning with a depression of two weeks, and then 
developing a sudden excitement with elation, flight, 
rhyming, overactivity, for which he remained a 
year in the hospital before recovery. No other 


attacks have appeared for twenty-five years, and 
the patient has led a useful and productive life. 

A late-life development of an opposite type is 
that of a single woman of 46. Following the death 
of her mother, she became increasingly depressed 
and irritable for a year, then developed an excite- 
ment with nocturnal screaming, elation, rhyming 
and distractibility. She spent the next seventeen 
years in a psychiatric hospital, being very sarcastic, 
feeling ill-treated, thinking that she was responsible 
for the war, and was incarcerated for some vague 
reason. She died at 65 of carcinoma. 

We see in the cyclothymic group cases in 
which appear series of depressions succeeded 
by a series of excitements. Sometimes ela- 
tion and depression follow each other in 
closed cycles. One case had a typical circular 
attack and then a series of depressions with- 
out further elations. Frequently we see be- 
hind an elation the element of depression 
and the threat of tears. Thus depression 
following elation is fairly common, while it 
is less common to find recurrent depressions 
turning into phases of excitement. 

One of the most interesting cases in the 
group is that of an apparent state of recur- 
rent depression, ending at 72 in a definite 
excitement. 


Two of this patient’s sisters had depressions. 
She herself was briefly depressed and unable to do 
anything at 15. As the youngest of seven, she 
remained home with her mother, having few inter- 
ests, but was considered even-tempered and sociable. 
At 38 she lost her mother and entered into a 
full-fledged depression. During it she married 
without love, shortly developed an ovarian cyst, 
and for five months displayed a simple type of de- 
pression. At 4o she had a similar period lasting 
three months during which she worried about being 
childless. She then remained well for nine years. 
Her husband bought her a farm as a source of 
interest for her, but she disliked her neighbor and, 
at 49, rather suddently became tense, indecisive, 
restless. At this time she entered this hospital for 
the first time, was tearful, worried, hopeless, “a 
failure.” She remained in the hospital two and a 
half months, improved, but only finally recovered 
a year later at home. Again at 60, on reading 
unfavorable criticism of her nephew’s concert, she 
had an agitated, self-depreciatory, suicidal depres- 
sion, recovering in five months. At 72 her husband 
died suddenly. Admitted two weeks later to another 
hospital on November 9, 1938, she was agitated, 
convinced she had no money, was self-mutilating; 
believed she had not inherited her husband’s money, 
that she had a contaminating odor, that food was 
excreta. By March, 1939, this phase wore off. 
She became elated, had a terrific burst of creative 
energy and wrote a 600-page novel in five days. 
For four months thereafter she was exhilarated, 
felt time passed quickly, lost all her worries and 
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delusions. She was discharged on May 22, 1939, 
mildly elated but able to manage herself. 

The case is interesting in the relation between 
agitated depression and manic states. During her 
elation, there was no rhyming or punning, but she 
had a marked productivity. During her depression, 
although intensely agitated, there was no impair- 
ment in the mental status. 

In the cyclothymic group we have cases 
that have remained well for twenty years, 
twenty-three years and twenty-four years. 

One patient with a period of well-being for twenty- 
three years ultimately developed a chronic manic 
state lasting twenty-two years. Her phases are of 
considerable interest, beginning at 26 with a six 
months’ excitement followed by six months of de- 
pression. She then had a six months’ normal 
period with a recurrent six months’ excitement. 
Following twenty-three years of well-being, she 
entered her final phase of chronic manic excitement. 

Single Attacks of Depression, Unrecov- 
ered.—Of the 14 cases of unrecovered single 
attacks of depression, g committed suicide. 
These patients all took their lives within 
seven months after hospitalization. Two 
died within two months as a result of refus- 
ing food. This tendency to self-destruction 
was not confined to any special age group, 
for it occurred at the ages of 23, 27, 28, 30, 
31, 33, 41, 57, and 70. The two patients of 
late life onset, namely, 60 and 64, were both 
ill with hypertension at the onset of their 
depressive attacks. The one lived for eleven 
years in a hospital; the other three years at 
home in an unimproved mental state. The 
last case of catathymic hypochondriacal de- 
pression, occurring in a man of 46, lasted 
for twenty-three years in the hospital, in 
which deterioration in all spheres occurred. 

Single Attacks of Depression, Recov- 
ered.—It is against such recurrent or chroni- 
cally hospitalized cases just described that 
comparison of the recovered cases can most 
profitably be made. Of the 26 patients with 
recovered single attacks, 7 made attempts 
on their lives, and 4 more bitterly longed 
for death, yet all lived useful lives unclouded 
by further depressions. In contrast, in the 
recurrent depression group, several patients 
have ended by spending a long span of years 
in a mental hospital. 

Recurrent Manic Attacks—The earliest 
age at which any of these patients exhibited 
a manic attack was 15. 


In this particular patient there were fifteen attacks 
between the ages of 15 and 40, the last eight of 


them recurring almost yearly. The patient died in 
a convulsion at 40. 

The next earliest onset was in a patient who, 
at 16, had an anxiety attack, then entered into a 
typical manic excitement with a three-month period 
of hospitalization, resulting in full recovery. A 
second attack occurred at 24 with a similar picture 
but with recovery quite soon. He is now 40 years 
old, has been well and productive without any 
recurrence. 

The oldest patient to start having manic attacks 
was 47 at the onset. Although she was a typical 
manic in her attacks at 47, 48, 50, and 52, she began 
at that time to have some delusions of persecution. 
Although she had normal periods between, she never 
really recovered her normal state for any length 
of time. At 55, apprehensive of a recurrence of 
illness, she committed suicide. 


Single Attack Manic——There were only 
two patients showing single attacks of manic 
excitement (at ages 19 and 36 respectively) 
who have remained well for over twenty 
years. A third patient became manic at 40 for 
the first time and is still hospitalized at 64. 

It is an uncommon experience to find even 
typical manic attacks without some threat of 
depressive content lying just below the eu- 
phoric surface. For example, there were 2 
manic cases who never displayed any at- 
tacks of depression, who yet ended their lives 
by suicide. Moreover, of the 18 manic pa- 
tients, only 4 were completely without signs 
of paranoid ideas or some depressive content 
during some of the attacks. 

Since in this entire series there are only 
3 patients with a single attack of manic ex- 
citement, and since they are still alive and 
may possibly have other attacks, one wonders 
whether, if they live long enough, it is pos- 
sible to have a single attack of manic ex- 
citement. There are also surprisingly few 
patients in this series having single attacks 
of depression. There are 40 in all. Of these, 
14 had chronic illnesses without recovery. 
There remain only 26 such patients in the 
entire series who have recovered and appear 
still to be well, but the entire life span has 
not been completed and one wonders whether 
another depression is not likely. 


Ig. COURSE AND DEVELOPMENT OF MANIC- 
DEPRESSIVE STATES 


A number of questions present themselves 
for answering in material of this sort. Does 
the typical manic-depressive reaction ever 
change its character sufficiently that one has 
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a right to speak of ultimate schizophrenic 
development? Four cases in this series point 
definitely in that direction. 


The first is a 45-year-old married woman, a tailor, 
who was diagnosed an undifferentiated depression. 
She came two years after her menopause, a month 
following the appearance of some vaginal bleeding, 
and showed a depression with retardation, hoarding, 
brooding, occasional foolish smiling. She seemed 
confused and poorly oriented. Within a month she 
had improved and was discharged, but appeared 
dreamy and without initiative and concerned with 
the Bible. That this was a depression seemed likely 
from the previous history of an attack at 14 with 
suicidal attempt, a second attack at 43 with her 
menopause, in which she was depressed, felt people 
were taking advantage of her, heard voices, smelled 
disagreeable odors, and attempted suicide by hang- 
ing. She was self-accusatory, had ideas of persecu- 
tion and influence. She was in a state hospital for 
ten months, diagnosed involutional melancholia, 
and discharged improved. At 54 she was readmitted 
to the state hospital where she remained continu- 
ously until her death at 61 of chronic nephritis, 
with a diagnosis of hebephrenic dementia przcox. 
At the end, she was negativistic, manneristic, para- 
noid, constantly hallucinated and showed memory 
defects. She alternated between normal behavior 
and silly, manneristic episodes. Affect was one of 
indifference. 

The second case is that of a 32-year-old unmarried 
woman admitted to our hospital in a depression 
following her mother’s death, with self-accusation 
along religious lines. She was markedly retarded, 
slow, hesitant, spoke of feeling heavy and confused, 
of being sad. She worried over her sins, her lost 
soul, could feel that Satan was going around in 
her head. She was fearful of having the same illness 
that her mother had, and had thinking difficulties. 
She was discharged after three months, considerably 
improved, and was followed for the next seven 
years during which she had no more depression. 
At 43 she was admitted to a state hospital in a 
condition sometimes depressed, sometimes exalted. 
A voice told her she was to be the living example 
of the world. She saw Christ in a white robe at 
the foot of her bed. She was convinced her house 
had been wired, her mind was being read. She was 
paroled two months later, unimproved. On her 
fourth admission to the state hospital at 47, she 
again spoke of being depressed, but was worried 
about strange thoughts and voices, was for the 
most part seclusive, maintained rigid postures. She 
felt her body was covered with hair. She showed 
peripheral arteriosclerosis. She has remained in the 
hospital these six years since, is considered a 
deteriorated catatonic, shows perseveration, tremor 
of the arms and hands, stiff, rigid motility. 

The third case is that of a 55-year-old housewife 
seen in the hospital for a year and a half in an 
agitated depression with catatonic features. The 
picture was predominantly one of agitation, un- 
reality, misidentification, ideas of immorality, with 
catatonic features of exposing, grimacing, scream- 


ing, imitating animals, combativeness, stereotypy, 
rigid positions, tubefeeding, catatonic posturing and 
numerous statements of hopelessness and helpless- 
ness. The depressive picture was suggested by a 
previous depression at 43 after her son’s appen- 
dectomy, and at 45 following her sister’s illness, 
both lasting about three months with recovery. 
After leaving this hospital, she was admitted to 
another psychiatric hospital where she has remained 
for twenty-four years in a catatonic state, with 
increased withdrawal, fantasy, and no evidence of 
improvement. 

The fourth case, diagnosed agitated depression 
here, may well have been schizophrenia. She was 
a 54-year-old married woman who, in 1916, de- 
veloped her first illness when her husband sold a 
piece of property and she refused to sign papers 
unless she had a certain amount of money from 
the deal. Her husband sent the sheriff to frighten 
the patient. She immediately became fearful, suspi- 
cious, agitated, sleepless, thought people were plot- 
ting against her, that she was spied on by her 
neighbors, that she was accused of stealing. She 
had auditory hallucinations of a depressive char- 
acter. Her appearance was entirely one of depres- 
sion with dejected facies, head held on her chest, 
wringing of her hands, crying. She was transferred 
from here after a month to a state hospital, where 
she was suspicious of food, resistive of care. She 
has remained in a hospital for twenty-two years, 
on a deteriorated ward. It is no longer possible 
to make contact with her. Now, at 75, she is 
manneristic, grimaces, says that President Wilson 
is her uncle advising her through the air. 


This latter case might better be considered 
as a chronic agitated depression with ulti- 
mate deterioration. Deterioration seems to 
occur in depressive conditions. The next 
case indicates a similar type of development, 
although the depression itself is even more 
atypical. 


This is a 38-year-old married housewife admitted 
to this clinic in 1915, in a recurrent depression with 
schizophrenic features coming on after a complete 
hysterectomy. She became depressed, attempted 
suicide, was tense, agitated, irritable, moaning, 
feared she had harmed her family by saying she 
was a spy. She had marked unreality feelings, 
thought she was dead, in another world, was self- 
accusatory, thought she was the devil. She feared 
her family would suffer a painful death. She heard 
the cries of her family being shot, answered voices 
by saying she did not want her baby, that she had 
no negro blood in her. She felt the hospital had 
instruments for reading her thoughts, that she was 
being tested. This attack was very much like a 
previous agitated depression which occurred at 30, 
following removal of appendix and one ovary. She 
became fearful, wished she were dead, feared she 
might harm herself, was sleepless and restless. 
She recovered from this in five months and was 
considered a typical agitated depression. She was 
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transferred to another private psychiatric hospital 
where she remained for two years and developed 
handwashing compulsions. From there she was ad- 
mitted to a state hospital where she remained for 
eighteen years until her death at 56 in a chronic 
illness with refusal to eat, auditory hallucinations, 
incessant talking to imaginary people, conviction 
that her food was poisoned, that she was charged 
with electricity, that she was persecuted by doctors 
and friends. 


In the same fashion the cyclothymic cases 
may develop a chronic reaction. 


The patient is a 51-year-old city treasurer with 
a history of manic excitement at 26 following 
typhoid, lasting six months, and followed by six 
months of depression; a second manic excitement 
at 27 lasting six months. He remained entirely well 
for the next twenty years, until his admission to 
this hospital at 51 in a third manic excitement 
following a period of extra strain. He showed 
flight, rhyming, alliteration, was erotic and expos- 
ing. Interestingly, in the morning he was elated, 
in the evening he would often cry and was depressed. 
He spoke of his mind being on fire. He was trans- 
ferred to a state hospital, where he remained for 
the next twenty-two years in a chronic manic state 
with constant talking in a fantastic, imaginary vein. 


Hohman® has stressed the relationship 
between anxiety and depression. Searching 
this series of cases, examples of typical 
anxiety attacks were found in only 9 cases. 

Six patients suffering from recurrent de- 
pressions had anxiety attacks preceding or 
during the illness. An additional cyclothymic 
case had anxiety attacks, and there is one 
example of anxiety occurring in a manic set- 
ting. While it is true that a number of these 
anxiety cases came to the hospital only when 
a subsequent depression intervened, one does 
not gain the impression from this study that 
the anxiety features play a major role in 
the usual manic-depressive condition. 

The manic-depressive condition is one, like 
many others, in which panic reactions can 
occur, Seven examples of panic conditions 
were present in the depressive group, two 
associated with masturbation, one with 
homosexuality. 


This latter case occurred in a 23-year-old law 
student who suicided a year later. 
Three years previously he gave up law because 


® Hohman, L. B.: Anxiety: A symptom of de- 
pressive states, problems in management and treat- 
ment. Read before Am. Psychopath. Assoc., 30th 
annual meeting, May 18, 1940. (To be published.) 


of his masturbation worries and retired to a farm. 
Antagonistic to his mother and wishing for her 
death, his illness came on following her death. 
He entered the hospital in a state of depression, 
complaining of no future and suicidal urges. After 
receiving a letter from his cousin, for whom he 
had a homosexual attachment, he developed a panic 
with fear of insanity. He was transferred to another 
hospital, where he improved considerably but failed 
to return from parole. Suicide occurred shortly 
following this. 


We have already mentioned the relation- 
ship between depression and elation. In an 
interesting group of manic patients, the de- 
pressive component was evident. One manic 
patient suicided; 8 manic patients had 
marked paranoid content throughout their 
elation ; another had definite depressive con- 
tent throughout his elation and later sui- 
cided. Conversely, features of manic illness 
were found in 5 patients with depressive 
conditions. One showed a brief spurt of ela- 
tion for one morning during his depression ; 
a second, in spite of rhyming and flight, 
showed stereotyped depressive content 
throughout. 

Two recurrent depressive patients with 
later recovery showed well-marked phases 
of stupor with catatonic coloring during their 
depression. 


The first was a 48-year-old woman in a third 
recurrent illness characterized by refusal of food, 
retiring to bed, inaccessibility, unresponsiveness, 
mutism, aversion, retention of urine, and necessity 
for tube-feeding. From this attack she recovered, 
as she had from two previous attacks of depression, 
one lasting for a year at 30, one lasting three years 
at 32. Although considered recovered from her 
illness, she has spent the last twenty-three years 
in a state hospital because there is no home to which 
she can return. She has been a hard worker around 
the hospital, has shown no further evidence of 
psychotic development. 

The second case is that of a 41-year-old minister 
in his third attack of depression. His first occurred 
at 34 and lasted two years, during which he was 
suicidal, mute, tubefed. His second occurred at 37 
and lasted two years, associated with worry over 
syphilis. From each he recovered. His third attack, 
occurring at 41, came immediately after his mar- 
riage and fear that he had given his wife syphilis. 
In it he was definitely depressed and agitated, 
self-depreciatory. He spoke in a monosyllabic mono- 
tone, lay with his head raised from the pillow in a 
catatonic fashion. From this third attack he also 
improved in two years, and when last heard from, 
had remained entirely well for a year. 
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OvuTCOME IN MANIC-DEPRESSIVE 
CONDITIONS 


In attempting to draw generalizations 
from the statistics of this group, it has been 
found impossible to include the cyclothymic 
patients, since their course is so variable 
and one phase frequently merges into an- 
other so that it is impossible to clearly ascer- 
tain onset or duration of individual phases. 

Roughly speaking, the cases have shown an 
incidence of two-thirds with depression, one- 
fourth with both manic and depressed at- 
tacks, and one-tenth with manic attacks. 
This, of course, may not be the true pic- 
ture, for there is always the possibility, es- 
pecially in the light of our findings of mixed 
conditions, that many patients hospitalized 
for a manic state may have been subject to 
unreported and even unobserved relatively 
mildly depressive periods, and many patients 
of the 142 who came in depressions may 
have had occasional bursts of energy and 
enthusiasm that amounted to unrecognized 
hypomanic swings. 

In all, there were 208 cases having attacks 
of manic-depressive disturbance. Recovery 
from the first attack occurred in 93 per cent. 
As was to be expected, a large number of 
these patients had recurrences. Only 21 per 
cent had a single attack throughout their 
lifetimes; 79 per cent had second attacks 
of depression; 63.5 per cent had third at- 
tacks, and 45.1 per cent had fourth attacks. 
Thus, while the chances of recurrence dimin- 
ish in numerical order, it is still true that 
approximately half the patients have three 
or more attacks during a lifetime. 

The average length of the first attack of 
the manic-depressive illness, computed on 
the basis of 156 patients, is 6} months. 
There is some variation according to diag- 
nostic group. For example, the average 
length of the first manic attack, computed 
on the basis of 17 cases, is 3} months. The 
average length in patients with a single at- 
tack of depression with recovery is 64 
months; the average length of recurrent 
depressions is 6.62 months for their first 
attack. 

The shortest duration of any attack was 
three days in two individual cases. The long- 
est period of any first attack was 36 months. 


In one case of chronic manic, not included 
in these figures, a single attack lasted for 24 
years. 

When one attempts to evaluate the length 
of subsequent attacks, the problem becomes 
difficult statistically because of the occur- 
rence of occasional patients hospitalized over 
many years. In reviewing these second at- 
tacks, the average length of the second manic 
attack is 5.2 months, which represents a 
general lengthening over the first attack. In 
the cases with recurrent depression, the 
average length of a second attack is 6.1 
months, in contrast to 6.6 months for the 
first attack of depression. In reviewing the 
course of the manic attacks separately, an 
increase in the length of second attacks was 
found in all but 3 of the patients. In only 
2 was the second attack shorter than the first, 
and in only one was it of the same duration. 

In reviewing the course of the recurrent 
depressions, by far the largest number was 
found to have the same length of attack, or 
a shorter length of attack, in the second ill- 
ness than in their first. Thus, 20 of the series 
had a recurrent illness of exactly the same 
length as the first one. Forty of the patients, 
however, had an illness of shorter duration; 
only 35 had an illness of longer duration. 

Considering the third attacks, one finds 
rather striking evidence that the third at- 
tack of illness is definitely prolonged beyond 
the second. Thus the average for the third 
attack of a manic is 5.8 months; the average 
for a third attack of recurrent depression is 
8.5 months. In all but 2 of the manic cases, 
the third attack was longer than the second. 
In the depressive group, the overwhelming 
number had a great increase in the length of 
their attack. Only 13 cases had a shorter 
attack the third time. Not only in general 
are the attacks longer, but there are II cases 
in which the attacks stretched out for many 
years in a chronic condition. 

In fourth attacks, the same tendency to 
prolongation was found in all but one of 
the manics. Only 8 patients of all those 
who suffered from a fourth attack of de- 
pression failed to have a longer episode the 
fourth time than the third. 

This same tendency to prolongation of 
the attack is true in the fifth episode of both 
manic and depressive patients in all except- 
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ing a few cases where length of attack tended 
to be consistently the same throughout (11 
cases in all). 

Of 17 manic patients, 14 had second at- 
tacks, 11 had third attacks, 5 had fourth 
attacks, and 3 had fifth attacks. Of 97 
recurrent depression cases, 93 had second 
attacks, 64 had third attacks, 36 had fourth 
attacks, and 18 had five or more attacks. 

When the course of the cyclothymic pa- 
tients is examined, a rather striking fact 
emerges. Only 2 of the series of 49 had only 
a single attack of illness. Four patients had 
two attacks; 6 patients had three attacks. 
The remainder showed numerous attacks, 
with several patients having twenty or more 
attacks in their lifetime. Long terminal 
manic illnesses are not uncommon. The at- 
tacks are spread out over many years of the 
patient’s life, with frequently long intervals 
of ten years or more between. In general it 
can be said that until the age of 45 the 
recurrent attacks tend to be about the same 
length. From then on, subsequent attacks 
are definitely longer in duration. 


DiscussION OF FACTORS IN OUTCOME 


When one scrutinizes actual outcome, the 
picture becomes bewildering indeed. So 
many variations occur in the number of at- 
tacks, the length of attacks and the duration 
between attacks that it is impossible statis- 
tically to give any comprehensive statement 
of the course. At the outset it should be 
stated that recovery from the first attack is 
almost invariable. Only 6.6 per cent of all 
the depressions failed to survive the first 
attack. One manic patient never recovered. 
In all, 7.2 per cent of these patients failed 
to recover from their first attack. Some 93 
per cent recovered. 

The question of lasting recovery in rela- 
tion to decade age of onset of first attack is 
answered by Table V, showing the percen- 
tages of recovery in relation to the decade 
of first attack. 

Thus it is evident that the best opportunity 
for recovery occurs in those individuals hav- 
ing their first attack between 21 and 30. The 
possibilities for recovery are definitely less 
good when the psychosis starts prior to 20. 
Similarly, from 40 on, the opportunities for 
recovery are less good. Particularly is this 


true if the first attack occurs after 50, prob- 
ably due to the presence of arteriosclerotic 
factors. 

In Table VI a group of 62 cases (30 per 
cent of the total series) are singled out in 
whom recovery was maintained for an aver- 
age of slightly over twenty years, i.e., to 
time of death or date of this study. These 
recovered patients show a relatively small 
number of attacks throughout life, the aver- 
age being 2.27. The average number of at- 
tacks for the entire group is 4.4. It is much 
smaller than in a group of 35 of these cases 
permanently hospitalized, for which the av- 
erage number of attacks is 5.7. 


TABLE V. 
LASTING RECOVERIES 


(Patients permanently recovered or recovered for 
5 years or longer) 


Decade age of onset 14-20 21-30 31-40 41-50 51-60 61-70 
Recurrent depres- 

4 10 5 9 2 
Single attack de- 

pression recov- 


6 7 4 9 
Recurrent manic. I 3 2 
Single attack 

Cyclothymic .... 7 4 I 


Percentage . 6.2 74 62 


Length of attack seems of less importance, 
since the average for the group is I1.5 
months in each attack. Comparing the unre- 
covered group, one finds an average length 
of attack of ten years. 

It is of interest to ascertain whether the 
outcome was related to the depth of the 
psychotic involvement during the attack. 
This does not appear to be a significant find- 
ing since 47 patients of this recovered series 
(76 per cent) were considered to have had a 
serious psychosis marked by profound physi- 
ological disturbance, hallucinatory and de- 
lusional content, well-marked objective evi- 
dences of depression or elation. 

Similarly, we were interested in determin- 
ing whether the outcome was related to those 
depressions more essentially reactive in type, 
rather than those more automatic and con- 
stitutional in type. Forty-nine patients of 
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TABLE VI 
PERMANENTLY RECOVERED CASES (AVERAGE 20.1 YEARS) 62 CASES 
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the group (79 per cent) seemed to have 
definite reactive aspects to their psychosis. 
Only 13 (20.9 per cent) were considered 
to be essentially constitutional or automatic 
in origin. These findings, however, differ 
very little from the unrecovered group. 

Heredity does not seem to be a significant 
factor in recovery. Thus 45 per cent of this 
recovered series had a positive family history 
of affective disturbance, 40 per cent negative 
family history. In the entire series of 208, 
35 per cent showed a negative history. In the 
unrecovered group, 54 per cent had a positive 
family history, 38 per cent a negative his- 
tory. While these recovered patients do not 
appreciably differ from the group at large, 
they show some difference from the per- 
manently hospitalized group. 

Personality make-up of these recovered 
patients is somewhat different from the 
group at large. Almost half of these re- 
covered individuals (47 per cent) are de- 
scribed as of typical out-going make-up. 
For the group at large, 37 per cent are simi- 
larly described. 

Analysis of the specifically recovered pa- 
tients shows a history of few attacks with 
long intervals between. The illness is defi- 
nitely more reactive in quality. Personality 
make-up is more characteristically of the 
out-going type. 


SUMMARY 


A follow-up study of 208 manic-depres- 
sive conditions is reported. Analysis of such 
conditions permits the following summary. 

Positive heredity is common—chiefly de- 
pressions, and more commonly in the direct 
line of heredity. This shows more consis- 
tently in the manic cases. Characteristic per- 
sonality type is outgoing. Unexplainable 
psychosis is rare (20 per cent). Most have 
disturbing circumstances at the time of onset. 
Oldest and youngest siblings may more fre- 
quently develop psychoses. Somatic handi- 
caps frequently contribute to or help to pre- 
cipitate the illness. Abrupt onset is rare 
except in manics. The condition usually 
requires one to six months to develop. Sui- 
cidal risk or attempt occurred in 30 per cent 
of all cases. The affective picture is often 
mixed, not purely as sadness or elation. 


Psychoneurotic (not often as anxiety), 
schizophrenic, and arteriosclerotic compo- 
nents are frequent (79 cases). (33.1 per 
cent). Thinking disturbances are present in 
one-fourth of the cases (manic and depres- 
sive phases). Capacity for rapport is fair 
or good in 41 per cent of the manics and in 
70 per cent of the depressions. Some insight 
is present in 47 per cent of the manics and 
in 54 per cent of the depressions. Remis- 
sions of 10-20 years are common (67 cases, 
32.2 per cent). Depression may begin early, 
but rarely (3.8 per cent, 8 cases), or late 
(65+, II cases, 5.2 per cent). The largest 
incidence occurs in the decade 45-55. Course 
is a matter of months; on the average 2} 
months in the hospital. Three-fourths of 
the cases are well or improved at the time of 
discharge ; 93 per cent recover from the first 
attack. Chronic cases are rare (16, 7.7 per 
cent). Cyclothymic cases tend oftener to 
chronicity. Single attacks are rare (21 per 
cent). Recurrence is likely. Long-term fol- 
low-up convinces us that caution is necessary 
in pronouncing recovery for the future. 
Seventy-nine per cent had recurrences. This 
is particularly true for cyclothymic cases. 
Many variations in course and phases occur. 
Depression following elation is more com- 
mon than vice versa. Depression almost 
always lurks behind elation. Manic patients 
may suicide. Depressive or paranoid con- 
tent occurred in 14 of the manic cases (77.7 
per cent). Depressive cases may show defi- 
nite manic features (spurts of elation in 
the morning, rhyming and flight with sad- 
ness). Single attacks of manic psychosis 
are very rare. Single attacks of depression 
occurred in 40 cases (19.2 per cent). Four- 
teen of these became chronic (35 per cent 
of 40 and 6.8 per cent of 208). The un- 
favorable depressions may develop a schizo- 
phrenic picture. Deterioration may occur in 
depression. Stupor in depression occurs— 
catatonic in appearance. First attacks on 
the average last 63 months. Recovery from 
first attack is almost invariable (93 per 
cent). Twenty-one per cent had single at- 
tacks; 79 per cent had recurrent illnesses ; 
63.5 per cent had third attacks, and 45.1 per 
cent had fourth attacks. Attacks tend to 
become prolonged as they recur, especially 
after 45. Best prospect for recovery for 
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patients having first attack is between 21 
and 30, poorer after 40, worst after 50. 
Recovered patients show small number of 
attacks (2.7) and shortening of the course in 
subsequent attacks. The more frequent the 


attacks, the less chance for ultimate recov- 
ery. Depth of psychosis is not significantly 
important. Negative heredity is not an out- 
standing factor in recovery. Out-going 
make-up is a factor in recovered cases. 


Th 
chonc 
befor 
of m 
readii 
and r 
feelir 
have 
stitut 
chonc 
conce 
It is 
chiat: 
the s 
assur 
very 
asis i 
on t 
the s 
than 
aspec 
that 
very 
plaus 
foun 
plain 
tal d 
and 
psycl 


drias 
chon 
grea 
redis 
tions 


If o 

disc 

I st 

The 

Va., 

2¢ 

ingto 


going 


HYPOCHONDRIACAL COMPLAINTS WITH SPECIAL REFERENCE 
TO PERSONALITY AND ENVIRONMENT 


By SOLOMON KATZENELBOGEN, M. D2? 
St. Elizabeth's Hospital, Washington, D. C. 


The appropriateness of discussing hypo- 
chondriasis before psychiatrists, rather than 
before physicians practicing other branches 
of medicine, may be questioned. Yet the 
reading of the old and recent psychiatric 
and medical literature gives substance to the 
feeling that most thoughtful medical men 
have made up their minds as to what con- 
stitutes the condition called essentially hypo- 
chondriasis. Whereas, basically conflicting 
concepts still prevail among psychiatrists. 
It is interesting to note that apparently psy- 
chiatrists have tacitly agreed to disagree on 
the subject, without any further ado. This 
assumption is suggested by Gillespie. In his 
very comprehensive study of hypochondri- 
asis in 1928, he points out the relative neglect 
on the part of the psychiatrist to discuss 
the subject of hypochondriasis, “not more 
than about 30 papers on one or other of- its 
aspects has appeared in the last 25 years,” 
that is prior to 1928. It can be added that 
very few papers have appeared since. A 
plausible reason for the scarcity may be 
found in the fact that hypochondriacal com- 
plaints in individuals without obvious men- 
tal disturbances are seen in general hospitals 
and dispensaries more frequently than in 
psychiatric institutions. 


REVIEW OF THE LITERATURE 


Definition of the Meaning of Hypochon- 
driasis—The very long history of hypo- 
chondriasis is marked not so much by a 
great variety of concepts as by numerous 
rediscoveries or, to be more exact, reaffirma- 
tions of similar concepts, at various periods. 
If one is permitted to inject into a medical 
discussion the writings of the lay literature, 
I shall not hesitate to accept Argan of 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Va., May 5-9, 194I. 

2 Clinical Professor of Psychiatry, George Wash- 
ington University School of Medicine. 


Moliére’s ‘““Malade Imaginaire” (played in 
1673) as the most genuine representative of 
the condition regarded by some, including 
myself, as essential hypochondria. Nearly 
a century later (1770), the existence of this 
clinical entity was recognized by medicine 
through the French worker, Bossier de 
Sauvages. Then, after almost another 100 
years were over, Griesinger (1867) identi- 
fied hypochondriasis with melancholia in its 
mildest manifestation. He recognized, how- 
ever, that the depression was not the pri- 
mary condition but rather that it derived 
from the patient’s strong feeling of being 
the victim of a bodily illness. Following 
Griesinger and up to the present day, the de- 
bate has centered around this question. To 
wit, does hypochondria present itself clini- 
cally as a definite nosological entity, justify- 
ing its individualization into a distinct reac- 
tion type, or is hypochondria always only 
part and parcel of certain heterogeneous psy- 
chopathological reaction types? 

The French dictionary, which one might 
rightly presume reflects the French medical 
opinion, describes two forms of hypochon- 
driasis: (1) L’hypochondrie vésanique, 
characterized by delusions, hallucinations, 
related to bodily preoccupations. This form 
belongs exclusively to the chapters on in- 
sanity. (2) The second form, L’hypochon- 
drie simple, non-vésanique is described as 
follows, “intellectual troubles characterized 
by perpetually worrying about health, by the 
tendency to exaggerate real sufferings, or 
to create imaginary ones, while the mental 
functioning otherwise remains intact... . 
The otherwise mentally normal hypochon- 
driac takes all the bodily sensations, no mat- 
ter how insignificant they might be, for dis- 
eases. In his preoccupation with the disease 
of which he believes himself to be the vic- 
tim, he reads medical textbooks, attends lec- 
tures and discovers in himself new symp- 
toms of other diseases.” According to 
Kraepelin, hypochondria is only part and 
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parcel of various psychotic syndromes. 
Bleuler is emphatic in denying the existence 
of a disease called hypochondriasis. He rec- 
ognizes that any psychosis may include hy- 
pochondriacal manifestations. Schilder sees 
a close relationship between hypochondriasis 
and anxiety, phobias and depersonalization. 
Foerster in Germany, Deny and Camus in 
France also associate hypochondriasis or at 
least some of its clinical forms with deper- 
sonalization. The French Medical Conven- 
tion held at Rennes in 1905 advocated the 
thesis, then prevalent in France, Switzerland 
and Germany, that hypochondriasis does not 
exist aS an autonomous disease justifying 
its individualization ; but that there are only 
hypochondriacal symptoms and syndromes, 
manifesting themselves under different as- 
pects in the course of various psychopatho- 
logical states. Freud places hypochondriasis 
in the group of actual neuroses, side by side 
with anxiety neurosis and neurasthenia. On 
the other hand, hypochondriasis is treated 
as an autonomous syndrome in certain psy- 
chiatric writings (Jahrreiss, Raecke, Wolff- 
son, Richards, Kanner) and more particu- 
larly in papers dealing more with the experi- 
ence gathered in general hospitals and dis- 
pensaries (Way, Hutchinson, Gillespie). 
This concept of a nosological individualiza- 
tion of hypochondriasis as a clinical entity 
was the keynote strongly voiced by Gillespie, 
a student of Adolf Meyer, in a symposium 
at the Royal Society of Medicine in London 
in 1928. 

A similar thesis, under the name of consti- 
tutional hypochondriasis, was ably and very 
effectively advocated by Abadie in France in 
1930. A contrasting note was sounded in a 
very recent paper by Felix Brown, also a stu- 
dent of Adolf Meyer. While entitled “A 
Study of Hypochondriasis,” the paper actu- 
ally deals with a subject matter which is not 
altogether the same as that of essential hy- 
pochondria. As a matter of fact, the object 
of Brown’s study of the material from the 
Phipps Psychiatric Clinic, is “‘to determine, 
whether the body complaint has any special 
characteristics, similarities and significance 
in the various psychiatric conditions in which 
it occurs.” His aim is “to bring together all 
the psychogenic body complaints without any 
distinction into hypochondriacal delusions or 


attitudes.” He believes that “the so-called 
simple hypochondriasis frequently blends 
with a hypochondriacal delusion, and the 
distinction between hypochondriasis and hy- 
pochondriacal delusion seems to be a useless 
one.” 

In trying to see clearly in the develop- 
ment of the concepts on hypochondria in 
the last three centuries, it seems to me that 
Brown’s paper epitomises the confusion, 
and the French dictionary quoted previously 
contributes to the clarification of the issue. 
That somatic delusions are extremely fre- 
quent and universal, occurring in any type 
of psychosis and psychoneurosis, is too 
obvious a fact to be debated. There can 
be no fundamental objection to the term 
hypochondriacal delusions in psychoses, if 
they are regarded as delusions, among other 
delusions constituting part and parcel of 
the psychosis; if, as the French do, in using 
the term hypochondrie vésanique, it is speci- 
fied that hypochondriacal delusions belong 
to the various chapters on insanity. It seems 
to me, however, inadvisable to use hypo- 
chondriacal in preference to somatic, inas- 
much as the former leads one to confuse 
psychotic delusions of somatic content with 
essentially hypochondriacal complaints in 
non-psychotic individuals. Neither are all 
complaints of somatic disorders of func- 
tional origin in non-psychotic patients to be 
identified with complaints of hypochondriacs. 

Common personality traits—The prob- 
lem now to be discussed is whether or not 
hypochondriacal individuals have certain 
personality features in common. The most 
common and outspoken feature is concen- 
tration on bodily sensations. The latter are 
used to substantiate another equally out- 
standing personality trait, namely, the con- 
viction of having a well established disease. 
It is also a matter of general observation that 
hypochondriacs are more than ordinarily 
suggestible. They are particularly easy prey 
to pessimistic suggestions regarding illnesses, 
which suggestions they receive from friends, 
neighbors, doctors, healers, and printed mat- 
ter. All of which account for the great vari- 
ety of hypochondriacal complaints and for 
the easy shifting of the hypochondriac’s at- 
tention from one organ to another, and from 
one disease to another. Other personality 
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traits pointed out are egocentricity, pride 
of a defiant nature, miserliness, reliability, 
conscientiousness in performing petty duties, 
obstinacy which may amount to defiance, 
irascibility, vindictiveness (Gillespie) ; dis- 
trust, hatred of the world, tendency to accuse 
others (Seglas). Freud recognizes three 
fundamental character traits, orderliness, 
parsimoniousness, obstinacy. Orderliness 
comprises excessive cleanliness, reliability, 
over-conscientiousness ; obstinacy being as- 
sociated with irascibility and vindictiveness. 
In certain quarters is pointed out more spe- 
cifically the frequent association of hypo- 
chondria and paranoid ideas (Delmas). This 
author feels that the paranoid tendencies are 
not necessarily expressed in overt paranoid 
actions or conduct. It is such personality 
traits as strong avidity, cupidity and pride 
which testify to the presence of at least, 
a latent state of a paranoid constitution. The 
perusal of the table epitomising the consti- 
tutional make-up of each of the 60 hypo- 
chondriacs studied by Dr. Esther Richards 
shows the presence of one or more of the 
aforesaid personality traits. However, it is 
important to note that they figure no more 
prominently than a great many other human 
personality characteristics. 

On the other hand, in certain writings less 
emphasis is placed on individual personality 
traits. What is brought forward as the es- 
sential characteristic of the hypochondriac 
is his very special personality make-up, char- 
acterized by an excessive morbid preoccupa- 
tion with health, although otherwise his men- 
tal functioning remains unimpaired. One 
speaks of constitutional hypochondria in 
which the unhealthy attitude toward health 
and illness manifests itself from the early 
childhood and progresses with age (Wollen- 
berg). This morbid predisposition is placed 
in the group of constitutional psychopathies 
(Abadie). What the causes and dynamics 
of this special mental constitution are, offers 
a problem which is beyond the scope of this 
study. What the latter is concerned with is 
essentially individuals with such a morbid 
personality make-up. The matter of fact 
characterization of the hypochondriac given 
by Moliére in 1673 still stands as the niost 
objective common sense characterization: 
“He walks, sleeps, eats and drinks like others 


do; but that does not alter the fact that he 
is very seriously ill,” ironically says Toinette, 
referring to her Master, Argan. 
Environmental Influences.—Granting the 
existence of a certain deeply rooted predis- 
position to hypochondriasis, two-fold en- 
vironmental factors are regarded as pro- 
vocative. Thus (a), personal experiences 
of the hypochondriacs in their relationship 
with others, in their routine way of life and 
daily activities; feeling of inadequacy and 
desire to escape responsibilities; thwarted 
ambitions ; petty jealousies ; retirement from 
business of the middle-aged or elderly man 
who has not cultivated any hobbies or par- 
ticular interests aside from his occupation; 
temporary, but rather long periods of idle- 
ness during long vacations, convalescence 
and forced unemployment. The physician’s 
attitude in his relationship with the patient, 
uncautious remarks, thinking aloud in the 
patient’s presence, and obviously unwise 
medical management of individuals who are 
essentially predisposed to collect diseases, is 
held greatly responsible for the so-called 
iatrogenic diseases (Richard, Kraecke, Way, 
Hutchinson, Watters, Katzenelbogen). (b) 
Environmental factors which do not directly 
involve either the personal relationship of 
the hypochondriac with others, or his ha- 
bitual mode of living. Yet they prove to be 
very potent contributing agents in provok- 
ing and maintaining hypochondriacal states. 
Because of their multiplicity and intricacy, 
these factors do not lend themselves for a 
general description. Only a few samples 
may be pointed out; thus opinions, advice 
picked up from neighbors, medical litera- 
ture for popular consumption, advertise- 
ments of the miraculous effects of drugs in 
well defined diseases with hints about the 
evils one might anticipate in not carrying 
out promptly the benevolently offered ad- 
vice, health propaganda in lectures, radio 
talks and special pamphlets, suggestions for 
periodic medical examinations. It is face- 
tiously pointed out that such efforts to pro- 
mote health have for the most part no sig- 
nificant influence on those who are normally 
healthy-minded but render disease-consci- 
ous those who are predisposed to excessive 
preoccupation with their health. The French 
writer Jules Romain, who is a physician, in 
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his play, “Dr. Knock,” admirably portrays 
the rendering of a whole community dis- 
ease-conscious by a very enterprising physi- 
cian. Dr. Knock, whose professional phil- 
osophy that it is the physician’s job to get 
as many patients as possible just as it is 
the engineer’s business to develop. projects 
for bridge building, did indeed succeed in 
causing the entire community to become 
afflicted with hypochondriacal disorders. 


AuTHor’s STUDY 


It is the object of this study to deal with 
hypochondriacal complaints in individuals 
who otherwise do not show mental disorders 
of notable significance. The selection of the 
clinical material was, therefore, guided by 
the following definition of hypochondriasis : 
persistent preoccupation by non-psychotic 
individuals with their bodily health, either 
physical or mental, or both, without any ap- 
parently reasonable foundation; or exces- 
sive preoccupation with existing physical or 
mental disorders that is disproportionate to 
their seriousness. This definition implies 
that patients suffering from hypochondriasis 
have a fixed morbid attitude towards both 
health and sickness. It therefore seems cor- 
rect to speak of an hypochondriacal attitude 
towards health and illness. 

This paper offers certain of the data re- 
sulting from a survey of 51 case records of 
25 male and 26 female patients, from the 
Phipps Psychiatric Clinic. The discussion 
will be concerned with three aspects, com- 
plaints, personality and environmental 
influences. 


CoMPLAINTS 


In the 25 male patients, the outstanding 
feature is that, with very few exceptions, 
these individuals have numerous complaints. 
These, with varied frequency, refer to spe- 
cial organs or systems of organs or they have 
no special localization, namely, insomnia, 
itching, dizziness, fear of lues, fear of pare- 
sis, general weakness, lack of energy and 
pain all over the body. There are marked 
differences in the frequency of each of the 
complaints, as shown by the following fig- 
ures: headaches or dull feeling in the head 
in II patients; gastrointestinal disturbances 
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described as pain in the stomach, abdominal 
distress, indigestion, distension, 
spasms of the lower bowel, stomach spasins, 
trembling of the stomach, mucus in the 
stools, in 10 patients ; cardiac complaints ex- 
pressed as, heart beats fast, palpitation, “the 
heart aches,” in 6 patients; weakness, tired- 
ness in 6 patients; pain in the back in 4 pa- 
tients; pain in the neck in 4 patients; pain 
all over the body in 3 patients; each of the 
following complaints, namely, pains referred 
to the joints, legs, eyes, testicles, bladder, 
chest, itching, dizziness, insomnia in one or 
2 patients. 


gaseous 


A few of our patients, however, harped 
on only one complaint. Such monosympto- 
matic hypochondriasis finds illustration in 
one patient who complained essentially of 
insomnia which he blamed for all of his 
other difficulties ; in one with headache, one 
with fear of lues and one with fear of 
paresis. 

Our 26 female patients entered the clinic 
with a much richer and more spectacular 
galaxy of complaints, involving in varied 
degree and frequency reactions of nearly 
all of the organs and systems of organs. 
Gastrointestinal disorders led the particu- 
larly long list of complaints, having been 
noted in 17 patients. These disorders are 
described by the patients in numerous and 
not infrequently in learned or very pic- 
turesque terms, as “solar plexus tense,” 
“saliva and gastric juice dried up,” “pain 
and burning in the epigastrium,” “lump in 
the epigastrium,” “lumpy feeling in the stom- 
ach,” “tightness of stomach,” “anorexia,” 
“adhesions, mucus colitis,” “abdomen feels 
as if it were walled with bricks.”” Then, the 
more usual and prosaic gastrointestinal com- 
plaints, such as indigestion, distension, 
bloated, feeling of fullness, burning in stom- 
ach, burning sensation in mouth, burning 
sensation during defecation. The second on 
the list is headaches and various head sen- 
sations, such as “dullness,” “movements in 
the head,” “head gives out,” observed in 
g patients. Insomnia was noted in 6, weak- 
ness and fatigue, respectively, in 4, heart 
“spells” and palpitation in 4, gall bladder, 
liver “troubles” in 3, nervousness in 3 and 
backache in 2. Finally, the following com- 
plaints were given by one or more of the 
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patients, “collapsing,” “terrible condition,” 
“awful misery,” pain in the face, pain in the 
eyes, breathlessness, choking — sensation, 
“voice gets weak,” numbness of arm and 
leg, numbness of mouth, throat and tongue, 
muscles pinching with tenseness, rheumatism, 
circular winding around the leg, dimness of 
vision, tingling sensation, giddiness, faint- 
ing spells, neuralgia, neuritis, nerves, severe 
menstrual pain, “internal condition” since 
childbirth. Here again, as in the male group, 
one is usually confronted with many com- 
plaints in the same patients. However, in 
two of them, one feels justified in speaking 
of monosymptomatic hypochondriasis. Thus, 
in one, the only complaint was headache and 
in the other pain in the joints and muscles. 

Summary.—Considering the male and 
female patients as one group, one sees that 
of 51 patients, 30 referred their troubles 
to the abdominal organs, 20 to the head, 10 
to the heart, 10 to general weakness and 
tiredness, 10 to backache and 9g to insomnia. 
A great variety of other complaints were 
relatively infrequently observed. Finally, in 
some of the male and female patients, the 
diagnosis of monosymptomatic hypochon- 
driasis is warranted. 

A comparative study of the complaints in 
our male and female patients shows that 
in the latter they center more frequently on 
the gastrointestinal tract and the abdominal 
organs in general than in the former. In- 
somnia is more frequent in the females than 
in the males. Another feature worth noting 
is that among the women patients the com- 
plaints are more numerous and more colored 
by affect than in the men. 


PERSONALITY 


Male patients: Analysis from the stand- 
point of personality traits shows that our 25 
male patients present a rich collection of 
varied human specimens, as few examples 
will illustrate : 


A single man, 23 years old, with intelligence 
much above the average, an excellent college stu- 
dent, is a worrier, sensitive, opinionated, argumenta- 
tive, arrogant. He looks down on people who “are 
not intellectual,” is perfectionistic, likes to improve 
people, to be a “big shot,” and on every occasion 
displays his superior abilities and accomplishments. 

Another sample, is a married man, 38 years old, 
of average intelligence, an estimator of the cost of 


building freight cars, at $45 a week. He is cheerful, 
quiet, generous, serious, conscientious, affable, a 
hard worker, rather “shut-in,” but has many friends. 

Then there is a law student, 29 years old, married, 
a good student, conscientious, persevering, perfec- 
tionistic, sensitive, rather pessimistic, not sociable, 
with but few friends, stubborn, selfish, wanting to 
“boss” others and stick to his ideas. 

The fourth example is that of a man, 39 years 
old, single, who completed the eighth grade at 15, 
and since the age of 19 has been in the railroad 
service distributing mail. He is described as easy- 
going, sociable, cheerful, “full of pep,” has many 
friends, likes to play cards, drinks and smokes 
moderately. He does not belong to any church 
because “he does not want to be a hypocrite.” 


A more detailed study of the frequency 
of the individual personality characteristics 
shows that “conscientious” was observed 
in 10 patients, “rigid,” “opinionated,” “stub- 
born” also in 10, “seclusive” in 9, “sensitive” 
in 8, “shy, quiet” in 6, “sociable” in 7, “wor- 
rier” in 5, “cheerful” in 5, “perfectionistic”’ 
in 3, “industrious” in 3, “a sense of being 
superior” in 3. There is, in addition, a large 
variety of common personality attributes 
scattered throughout the group. 

Summary.—The findings in the 25 male 
hypochondriacs do not allow one to attribute 
to them distinctly characteristic personality 
traits, inasmuch as each of even the most 
frequently encountered personality fea- 
tures, namely “conscientiousness,” “rigidity,” 
“stubbornness,” ““being opinionated” is pres- 
ent only in 40 per cent of our cases. The 
only personality trend common to all of them 
is their unusual, peculiar attitude toward 
health and sickness. 

Female patients —The scrutiny of the per- 
sonality trends of our 26 female hypochon- 
driacs makes it clear that, like the men, they 
too represent a very heterogeneous group of 
individuals. They are just human beings, 
with all the attributes commonly designated 
as attractive and unattractive. Here are a 
few samples : 


A married woman, 43 years old, characterized as 
cheerful, friendly, conscientious, perfectionistic, 
definite in her opinions, makes friends easily, ab- 
sorbed in husband and home. 

Another married woman, 34 years old, described 
as a “fairweather sport,” irresponsible, unable to 
keep friends, insulting and abusive, suspicious, 
domineering, careless, selfish, quarrelsome, rigid, 
stubborn, egotistical. 

A 40-year-old single woman who is shy, timid, 
gentle, self-conscious, prefers to be alone, though 
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liked by the few who know her. She feels that she 
has not gotten much out of life. 


Another married woman, 52 years old, described 
as outgoing, a leader, interested in clubs, very 
energetic. Whenever she undertakes anything, it 
becomes a night and day job. 

The detailed study of the personality fea- 
tures in these female patients shows that, 
as in the male group, certain features are 
present more frequently than others. Thus 
“conscientious” is noted in 9 patients, “‘so- 
ciable” in 9, “sensitive” in 7, “stubborn” 
in 7, “unstable” in 4, “pessimistic” in 4, 
“shy” in 4, “selfish” in 3, “egotistical” in 3, 
“definite in opinion” in 3, “moralistic to- 
wards sex” in 3, “chronic worrier” in 3, 
“passion to dictate” in 2, “proud” in 2, “‘in- 
dulging in being a martyr” in 2, “suggesti- 
ble” in 2, “anticipating trouble” in 2. Here 
again, as with the male patients, there re- 
mains a wide range of varied human char- 
acteristics scattered throughout the group. 

Summary.—On the basis of these data, 
one is unable to offer a general description 
of the personality traits of female patients 
with hypochondriacal reactions. “Conscien- 
tiousness” and “sociability,” the two most 
frequently encountered personality traits are 
present, each in 33 percent of our 26 pa- 
tients. The two personality traits which 
follow in frequency, that is, “stubbornness” 
and “sensitivity,” are each present in 25 per- 
cent. Like the male hypochondriacs, the 
female ones have one personality feature 
in common, that is their unusual, peculiar 
attitude towards health and sickness. 


ENVIRONMENTAL INFLUENCES 


Female Patients —These comprise very 
heterogeneous and not unusual life situa- 
tions ; thus, constant quarrelings in the fam- 
ily; marital troubles; jealousy of husband, 
sister; worry about falling in love with a 
man engaged to someone else, and trying to 
escape from the unpleasant situation; un- 
wholesome intimate relations between the 
same and opposite sexes; the mother-in-law 
influence ; living in a family of chronic com- 
plainers; long standing care of invalid par- 
ents or relatives; living in an atmosphere of 
fear and apprehension ; feeling of heavy re- 
sponsibility in bringing up children; children 
leaving the home of unusually attached 


mother; living with a rigid and stubborn 
father; feeling that the daily work is too 
heavy a load especially in the case of promo- 
tion; unpleasant working conditions; dis- 
like of occupation; not living up to one’s 
ambitions; bad economic status. 

Such environmental situations were 
elicited in 24 out of our 26 female patients. 

Male Patients—In our male patients a 
great many similar life experiences and some 
and other are present. The latter are over- 
protection of the son by the mother against 
the father; extreme desire to live up aca- 
demically to the accomplishments of the suc- 
cessful brother; loss of money on the stock 
market; unemployment; reading about the 
cerebellum made the patient believe that he 
had had this organ injured; feeling badly 
when told by a friend that it would take 
him 2 to 5 years to get well after the removal 
of the appendix advised by the same friend. 
It is interesting to note that unfavorable en- 
vironmental influences were elicited in 16 
out of our 25 male patients, as compared 
with 24 out of the 26 female patients. 

Thus, of the total of 51 female and male 
patients, unfavorable life experiences were 
reported in 40. To these environmental fac- 
tors whose disturbing effects had rather a 
protracted influence, should be added those 
events which immediately preceded the pa- 
tient’s difficulties. Of course, simple coinci- 
dences without any particular significance 
should be borne in mind. Yet some of those 
immediate events obviously bear more than 
a time relationship to the advent of the com- 
plaints. They appear to be causative or, at 
least, very important contributing factors. 
These events are of varied nature; thus, 
physical trauma with no sequelz of organic- 
structural or even functional disorders; a 
mild illness; an illness affecting one organ 
or a well delimited part of the body followed 
by very diffuse complaints referred to organs 
and bodily parts which were not at all in- 
volved in the primary illness. 

In 20 of our 25 male patients, the onset of 
their troubles was attributed to certain oc- 
currences, either by the patients themselves, 
or by persons who had been in close contact 
with them. In our group of female patients, 
17 out of the 26 were definite in associating 
the beginning of their difficulties with certain 
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immediately preceding events. Some of the 
latter originated in the doctor’s office. Thus 
the doctor himself, either by inappropriate 
remarks made in the presence of the patient 
or by unwise medical management, contrib- 
uted a significant share to the maintenance 
of the hypochondriacal attitude in at least 
10 of the 51 patients. These special environ- 
mental-iatrogenic factors are mentioned here 
without any further elaboration, inasmuch 
as they were recently discussed elsewhere. 

To the student of the histories of our 
patients it appears clear, however, that if 
certain occurrences could be regarded as 
being directly responsible for the initiation 
or protraction of the troubles, it is none the 
less obvious that the fixation and protraction 
of the hypochondriacal attitude was fostered, 
first and foremost, by the patient’s essen- 
tially peculiar, so-called hypochondriacal 
personality make-up. This statement finds 
support in the usual reactions of our patients 
to illnesses and other difficulties through- 
out their life. It is significant that of our 
25 male patients, excessive reactions of body 
concern to illnesses or to other difficulties 
were present throughout life in 3 patients, 
whose ages were 23, 26, and 48; and from 
II to 36 years in 14 patients, whose ages 
ranged between 29 and 57 years. Some of 
these patients had well defined organic 
structural disorders, others reacted to ad- 
verse life circumstances with bodily com- 
plaints which either were or were not ac- 
companied by any discernible functional dis- 
turbances. In the remaining 8 patients, the 
ages were between 13 years (one patient) 
and 42 years. The duration of their hypo- 
chondriacal attitudes to illnesses or towards 
functional reactions of organs to life ex- 
periences was between 3 months and 2 years. 

Among our 26 female patients, two of the 
age of 40 and 52 had been chronic com- 
plainers since childhood. Five patients 66, 
57, 52, 46, and 32 years of age have been 
chronic complainers for respectively 46, 35, 
21, 20 and 16 years. Fifteen patients, from 
18 to 56 years of age, complained that they 
had been suffering for periods ranging be- 
tween 3 and 9g years. In the remaining four 
patients, between 18 and 34 years of age, 
the duration of their troubles was between 
4 months and 2 years. Like the male pa- 
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tients, they suffered from an hypochondria- 
cal attitude toward both organic structural 
and functional disorders. 

In considering the whole group of our 51 
female and male patients, hypochondriacal 
reactions have been present in 5 since child- 
hood, in 19 for 11 to 46 years, in 15 for 3 
to 9 years and in 12 for 3 months to 2 years. 
But, granting the all-predominant part of 
the special personality make-up of our pa- 
tients, our material also makes it clear that 
environmental influences equally contributed 
their share. 

What strikes the student of these records, 
particularly of those patients frequently 
seeking medical help for a decade or 
more, is the following fact. Notwithstand- 
ing the unusual reactions of these patients 
to sickness and their still more uncommon 
reactions with body complaints to adverse 
life situations, no attempts were made by 
their numerous physicians, save in a few 
exceptions, to consider the possible role of 
the pathology of the person in these various 
difficulties for which organic structural dis- 
orders were blamed exclusively. 


SUMMARY AND CONCLUSIONS 


1. The issue of hypochondriasis has been 
confused through its identification, on one 
hand, with somatic delusions in psychoses 
and, on the other, with any and all somatic 
disorders of functional origin. This study 
supports the thesis that there exists a clinical 
nosological entity, called hypochondriasis, 
as here defined. 

2. Hypochondriacal patients, with very 
few exceptions, have numerous complaints. 
These involve organs, systems of organs, 
the whole or parts of the body not referable 
to any special organs. In contrast to their 
usual diffuseness, the complaints in a few of 
our patients are circumscribed warranting 
the term monosymptomatic hypochondriasis. 

3. The only common and very outstanding 
characteristic of hypochondriacal individuals 
is their unusual, peculiar hypochondriacal 
attitude towards health and sickness. The 
consistency of such an attitude and its per- 
sistence more or less overtly throughout life 
leads one to speak of constitutional hypo- 
chondriasis. However, aside from the hypo- 
chondriacal attitude, both male and female 
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patients with hypochondriacal reactions do 
not, all of them, otherwise show distinctly 
characteristic personality traits. They rather 
present a rich collection of varied human 
specimens. 

4. It is granted that in the hypochondria- 
cal reactions of our patients, their special 
personality make-up played the all-prevalent 
part. Yet, from our material it is also clear 
that environmental influences, including 
iatrogenic factors of long and short dura- 
tion, equally contributed their share. 
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THE RELATIONSHIP OF VITAMIN C DEFICIENCY TO DENTAL 
AND GINGIVAL CONDITIONS IN MENTAL PATIENTS * 


By HYMAN S. BARAHAL, M. D., anp MAYNARD G. PRIESTMAN, B.S. 
Kings Park, Long Island, N. Y. 


This study was undertaken to determine 
whether vitamin C concentrations in psy- 
chotic individuals deviated from the normal. 
Such an investigation appeared justified, 
because it has been demonstrated(1) that 
vitamin C plays an important role in nerve 
metabolism and is found in large amounts 
in such tissues as the adrenals, brain and 
the pars intermedia of the pituitary. There 
have also been some reports relative to vita- 
min C disturbances in mental patients but 
these have not been entirely conclusive. 

Minski and Constantine(2, 3) estimated 
the vitamin C content in mental patients and 
concluded that there was no relationship 
between mental disease and vitamin C con- 
tent, nor was the mental state altered by the 
administration of the vitamin. However, 
3ersot(4) found a deficiency of vitamin C 
in schizophrenia but not in paranoid patients 
and idiots. 

Thorpe(5), utilizing a vitamin C toler- 
ance test by estimating the daily urinary 
excretion of ascorbic acid following an 
intravenous injection of 500 mgm. of the 
acid, found that of 58 mental patients 39 
were below the minimum normal standard. 
He concluded that in the present state of our 
knowledge there is no evidence of any direct 
causal relationship between vitamin C de- 
ficiency and mental disorder and that if a 
deficiency is found it is usually due to mal- 
nutrition. He states, however, that the ad- 
ministration of the vitamin frequently plays 
a role in bringing about the mental as well 
as physical recovery of the patient. Some 
investigators have found low vitamin C lev- 
els in patients suffering from alcoholic(6) 
and senile psychoses(7, 8). 

Prior to the isolation of vitamin C (ascor- 
bic acid) as a pure, single substance, in 
1932(9), a deficiency in this factor could be 
discovered, only when severe scorbutic mani- 

1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Virginia, May 5-9, 1941. 


festations existed. Mild or pre-scorbutic 
states generally, remained unrecognized. 
In the same year, Tillmans and his associ- 
ates(10) described a method for determin- 
ing vitamin C quantitatively, based on the 
reducing properties of this substance. 

In our studies, we used the micro method 
of Farmer and Abt(11) for determining 
the plasma ascorbic acid, the deproteiniza- 
tion and titrations being done immediately 
following the withdrawal of the blood, in 
order to keep the destruction of the ascor- 
bic acid by oxidation at a minimum. All 
the specimens of blood were taken at the 
same time of the day, one hour after break- 
fast, so that variations occurring during the 
twenty-four hour cycle would not effect the 
results appreciably. Also, the determinations 
were done during the late summer and early 
fall which is probably the optimum period 
of the year for vitamin C concentration. 

Since it appeared quite conceivable that 
a prolonged institutional diet might have a 
decided influence on vitamin C levels, we 
divided the patients used in our study into 
three general groups: 


Group 1.—Forty-seven patients who have been 
resident continuously at the hospital for long periods 
of time and have subsisted entirely on the regular 
hospital rations, having no visitors, luxury accounts, 
nor other methods for obtaining “outside” food. 

Group 2.—Twenty-nine patients who have been 
resident continuously at the hospital for long periods 
of time, but who have had facilities for supplement- 
ing the hospital diet with “outside” food. 

Group 3.—Thirty-five newly admitted patients. 


Although normal values for plasma ascor- 
bic acid are now generally established as 
ranging between 0.7-2.0 mgm. per I00 c.c. 
of plasma, we did our own control series on 
16 healthy student nurses in order to check 
the accuracy of our determinations. 

Table 1 shows the average results in the 
various groups. The normal average of 0.968 
mgm. per 100 c.c. of plasma corresponds to 
that found by other investigators. 
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New admissions show an average value 
of 0.529 mgm. which is considerably lower 
than the low normal value of 0.7 mgm. A 
plausible explanation for this finding is that 
many of these patients, either because of 
their psychoses or economic status, have 
probably been on inadequate diets for long 
periods of time prior to commitment. The 
third group, consisting of long term resi- 
dents whose diet is supplemented by “out- 
side” food, had an average of 0.551 mgm., 
which, although higher than in the newly 
admitted cases, is still somewhat below the 
accepted low normal. The lowest findings 
were in those patients who have subsisted 
for long periods of time solely on the hos- 
pital diet, 0.419 mgm. 


TABLE 1 
Ascorsic Acitp LEVELS 
Average 
Average ascorbic 
stay in Average acid 
hospital age mgm. / 
(years) (years) 100 C.c. 
Normal controls (16 
New admissions (35 
45.9 0.529 
Hospital diet sup- 
plemented by out- 
side food (29 
8.3 36.3 0.551 
Hospital diet only 
(44 cases) ...... 11.2 43-3 0.419 


These findings, therefore, definitely dem- 
onstrate that mental patients generally have 
ascorbic acid levels below normal, and that 
the usual hospital diet not only does not 
remedy this condition but may actually 
aggravate it over a period of years. We of 
course realize the limitations of single deter- 
minations in computing the vitamin C tissue 
saturation in any one individual, repeated 
tests, and, particularly the various tolerance 
tests, being far more accurate. However, 
these findings give evidence of the general 
trend in these groups of patients. 

It is one thing to demonstrate a deficiency 
by chemical methods, but an entirely differ- 
ent problem to correlate this clinically. Our 
patients certainly did not show any marked 
signs or symptoms of clinical scurvy, such 
as ecchymoses or gross subperiosteal hemor- 
rhages. By the use of a tourniquet test it is 


possible to investigate a tendency to pur- 
pura increased capillary permeability, 
which is generally accepted as an indicator 
of early vitamin C deficiency. We at first 
used the test described by Weill(12), 
Leede(13), and others, but the application 
of a tourniquet for fifteen minutes is quite 
uncomfortable, time consuming in large 
groups of patients, and, particularly with 
mental patients, difficult because of poor 
cooperation. We therefore adopted the 
modified “flicking” test(14) which requires 
the application of a tourniquet for only five 
minutes followed, at the end of four minutes, 
by the examiner flicking his middle finger 
three four times against the distended 


or 


by 


or 


veins of the forearm. If petechiae are pres- | 


ent after removal of the tourniquet the test | 
| effects 


is considered positive. 
Table 2 shows the results of the capil- 


TABLE 2 
CAPILLARY PERMEABILITY (“FLICK” TEsT) 
Ascorbic No. of No. of Per cent 
acid cases positives positives 
Under 0.4 mgm...... 35 25 71 
Over 0.4 mgm....... 25 9 36 
Under 0.7 mgm...... 49 32 65 
Over 0.7 mgm....... II I 9 


lary permeability test (“flicking” test) on 60 
patients. It is quite apparent that many 
patients with low plasma ascorbic acid levels 
also show a latent purpura, 71 per cent of 
those under 0.4 mgm., and 65 per cent of 
those under. 0.7 mgm. 

One finding which many chronic institu 
tionalized mental patients have in common, 
is the poor state of their teeth and gums. 
Those of us who have had long experience 
in such institutions have been impressed by 
the frequency of swollen, bleeding gums, 
pyorrhea, loose teeth, gingival Vincent’s in 
fection, and the fetid mouth odors found 
in these patients. We have generally ex 
plained these conditions as being due to the 
lack of cleanliness and poor dental hygiene, 
forgetting meanwhile that a great many 
people never use a tooth brush without any 
markedly deleterious effect on their gums 
or teeth. It had not occurred to us that 4 
dietary deficiency might be the causative of 
predisposing factor. That dental and ging 
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val conditions are common in late scurvy 
has long been known; but it is not so gen- 
erally known that they may be present also 
in pre-scorbutic states. Such correlation has 
been noted by numerous investigators. 
Dalldorf(15) has found vitamin C de- 
ficiency to be associated with a resorption 
and porosis of the dentin with subsequent 
involvement also of the cementum and pulp. 
Gingival lesions occur only when teeth are 
present and are most severe around broken 
or deformed teeth. The gums become 
swollen, boggy and bleed easily, and may 
become so large as to hide the teeth. There 
is also a rarefaction of the alveolar bone, 
which results in loosening of the teeth. Ac- 


'cording to the author, these morphological 


effects of vitamin C deficiency are due to 
the fact that this vitamin controls the for- 
mation of intercellular substances. Most 
of the symptoms of latent scurvy may be 
entirely due to a deficiency of these matrix 
substances or collagen. 

Hanke(16), in a study of children, states 
that the addition of one pint of orange juice 
and the juice of one lemon to a diet lack- 
ing in vitamin C led, in many cases, to the 
disappearance of gingivitis and the reduction 
in dental caries. 

Fish and Harris(17) as well as Wol- 
bach(18) and others(19, 20), in experi- 
mental work on the guinea pig, have reached 
similar conclusions, and it has even been 
suggested that certain types of pyorrhea are 
of the nature of a vitamin C deficiency (21). 

Weisberger, Young, and Morse(22 
studied the vitamin C content of sixty-five 
dental patients and found a definite correla- 
tion of dental conditions with low vitamin C 
levels and concluded that clinical improve- 
ment of dental tissue results readily by the 
replenishment of vitamin C. 

It appears therefore that there is con- 
siderable evidence implicating a vitamin C 
deficiency in such pathology as loosening of 
the teeth (due to deficient intercellular mate- 
rial), congestion and petechiae of the gingi- 
vae, gingival recession, and x-ray evidence of 
alveolar atrophy and involvement of the 
peridental membrane. 

Table 3 demonstrates the frequency of 
gingival pathology in mental patients as cor- 
telated with their ascorbic acid levels. Cases 


of dental caries were not included nor were 
questionable or mild cases of gingival in- 
volvement. It is to be noted that 78 per cent 
of those under 0.4 mgm. had marked gingi- 
val pathology or were completely edentulous. 
Only 31 per cent of those over 0.7 mgm. 
showed similar involvement. 

Although unrelated to our present sub- 
ject, our results were tabulated according to 
psychiatric diagnosis, except in such groups 
in which the number was too few to be sig- 
nificant. The findings are of no particular 
interest except that, as seen in Table 4, the 


TABLE 3 
OraAL SEPSIS 
Per cent 
Cases with with 
Ascorbic No. of gingival gingival 
acid cases pathology pathology 
Under 0.4 mgm...... 50 39 78 
Over 0.4 mgm....... 55 31 56 
Under 0.7 mgm...... 82 60 73 
Over 0.7 mgm....... 26 8 31 
TABLE 4 
DIAGNosTIc GROUPINGS 
Average 
No. of ascorbic acid 
Psychosis patients mgm./ 100 c.c. 
Dementia przcox para- 
Dementia pracox cata- 
Dementia praecox hebe- 
Manic depressive ...... 9 0.573 


8 alcoholics had an average of only 0.326 
mgm. This finding is in agreement with 
other investigators. As is generally known, 
alcoholics probably suffer from a_pan- 
avitaminosis. 


DISCUSSION 


We observe from this study that there 
undoubtedly is a deficiency in vitamin C 
in most psychiatric cases, regardless of the 
diagnostic grouping, including the alcoholic 
and senile psychoses in which the causes are 
more obvious. If one is so inclined, he can 
deduce from this that there is a causal rela- 
tionship between vitamin C deficiency and 
mental disease. However, inspection of the 
statistics will show that other factors must 
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be considered. We note, for instance, that 
the patients with the lowest vitamin C levels 
are those who have been in the institution 
for long periods of time and have had no 
means of supplementing their regular insti- 
tutional diet. We also find that patients who 
have additional sources for food have higher 
ascorbic acid levels, although still below the 
accepted normal, but that even new admis- 
sions have quite low values. It would ap- 
pear reasonable to assume, therefore, that 
many psychiatric patients have been on in- 
adequate diets for long periods of time, even 
prior to their hospitalization. This defi- 
ciency may be dependent on several differ- 
ent factors, important among which are 
probably the poor economic status of many 
of these patients prior to commitment with 
the subsequent malnutrition, the frequency 
of delusional attitudes toward food and the 
assumption of rather unusual and faddist 
diets. If this be the case, it becomes of in- 
terest to discover why such deficiencies are 
not remedied after institutionalization and 
the adoption of an apparently more nearly 
normal and adequate diet. 

The dietary allowance at our hospital is 
probably representative of most institutions 
and in many respects, superior to that of 
a great many hospitals of similar character. 
I-xamination of the patients’ dietary reveals 
that it is fairly well balanced as far as pro- 
teins, fats, carbohydrates and minerals are 
concerned, as well as adequate in amount. 
Patients generally gain weight on the hos- 
pital food over a period of time, and such 
weight gain has generally been employed as 
an indicator of the patients’ well being. In 
recent years, however, we have learned that 
a diet, to be adequate, requires considerably 
more than the essential proteins, fats and 
carbohydrates and, with the advent of quan- 
titative tests for the various vitamins, we 
have become aware that a great many ap- 
parently adequate diets are in reality defi- 
cient. There are undoubtedly many people 
suffering from unexplainable symptoms 
whose chief difficulty is a _ subclinical 
hypovitaminosis. 

We know, for instance, that an adequate 
daily ascorbic acid intake, in order to main- 
tain one above the deficiency level, is some- 
where between 50 and 100 mgm. Inspection 


of the hospital menu shows that it is on rare 

that patients receive such an 
Such high vitamin C fruits and 
vegetables as asparagus, broccoli, brussel 
sprouts, currants, horse radish, kale, kohl- 
rabi, parsley, peppers and strawberries are 
only rarely served to large groups of institu- 
tional patients. Cabbage, which contains 
between 20 and 40 mgm. of ascorbic acid per 
100 grams, is served occasionally, but un- 
fortunately it is generally boiled and it has 
been definitely proved that the boiling of 
vegetables in the presence of air destroys 
a great part of the vitamin C content. To- 
matoes when served, also generally suffer 
the same fate. Furthermore, they are usu- 
ally of the canned variety and considerable 
destruction of the vitamin C content occurs 
in this process, if the heating is done prior 
to the canning. Oranges are served occa- 
sionally, perhaps once weekly, in most men- 
tal institutions. It can be seen therefore 
that the average patient in a mental institu- 
tion has little opportunity for maintaining an 
adequate ascorbic acid level. 


occasions 
amount. 


That the frequent teeth and gum condi- 
tions in such patients are caused by such a 
deficiency, has been adequately demon- 
strated. What other physical manifestations 
present in mental cases are dependent on 
similar etiology may only be surmised. We 
find, for instance, numerous cases of bleed- 
ing hemorrhoids, extensive bleeding from 
small wounds, ecchymoses and bruises from 
injuries of a very slight character, and other 
similar manifestations. In recent months 
a close relationship has been found between 
healing in tuberculosis and vitamin C 
levels(23). It is possible that this factor 
might help to explain the high incidence of 
pulmonary tuberculosis among institution- 
alized mental cases. This of course remains 
for future investigation to decide. It is not 
claimed, in this particular study, that there 
is any relationship between such vitamin C 
deficiency and mental conditions. How- 
ever, whether we adopt the psychobiologi- 
cal views of Meyer, the “total push” method 
of Meyerson, or the psychoanalytical ap- 
proach, we must admit that anything we 
may do to better the patient’s status in a 
physical sphere may eventually prove of 
benefit to his mental reaction, particularly 
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in the case of vitamin C which has been 
shown to have a definite influence on nerve 
metabolism. 

We believe that there should be a reevalua- 
of institutional diets generally, with the view 
of incorporating in them some of our newer 
dietetic and physiological knowledge. Of 
course, in the handling of large groups of 
patients, the matter of expense is a para- 
mount question but it is not believed that 
a carefully planned diet with an adequate 
vitamin supply would eventually prove more 
expensive. It can, for instance, be arranged 
that foods containing vitamin C should be 
served in the raw state as much as possible, 
to prevent its oxidation and destruction 
through boiling. The supplying of each 
patient with one orange a day would go a 
long way in handling the vitamin C situa- 
tion. It is the authors’ belief that if similar 
studies were done with other vitamins, par- 
ticularly vitamin b, analogous situations 
might be discovered. 


CONCLUSION 


I. Quantitative vitamin C studies done on 
mental patients reveal levels considerably 
lower than normal. 

2. These low levels have been, at least 
partially, traced to the low vitamin C allow- 
ances in most institutional diets but undoubt- 
edly also on the unusual food habits of 
mental patients, depending on their delu- 
sions regarding food. 

3. A definite correlation has been found 
between the frequency of dental and gingi- 
val conditions in mental patients and their 
low ascorbic acid levels. 

4. No significant differences were found 
in the various diagnostic groups, except 
that the lowest findings were in the alcoholic 
psychoses. 

5. It is recommended that hospital diets 
be supplemented by an adequate vitamin C 


supply. 
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OBSERVATIONS ON MENTAL PATIENTS AFTER ELECTRO-SHOCK ' 


By HANS LOWENBACH ano EDWARD J. STAINBROOK 
Laboratory of the Department of Neuropsychiatry 
Duke University School of Medicine 
Durham, N. C. 


A generalized convulsion leaves a human 
being in a state in which all that is called 
the personality has been extinguished. Al- 
though the autonomous functions are op- 
erating more or less regularly, the individ- 
ual does not react for a while to any kind of 
stimuli and the activity of the cerebral cor- 
tex as revealed by the electroencephalogram 
has almost completely ceased. The convul- 
sion is succeeded by a phase during which 
the higher functions return and in which 
the personality is reintegrated. It seems as 
if the sub-convulsive reaction does not differ 
from the convulsive except in degree but 
in these minor reactions where the brain 
has not been completely exhausted, reinte- 
gration may begin at any level and the recov- 
ery may be much more quickly and indeed 
sometimes imperceptibly achieved. 

Observations of human beings during this 
recovery phase are scattered in the literature 
but except for a study by Louis H. Cohen 
under the title “The Return of Cognitive 
Conscious Functions After Metrazol Con- 
vulsions”(1) the phenomena of recovery 
apparently have not been made the object 
of systematic study. 

The reactions produced by electrical stim- 
ulation as compared with those produced by 
pharmacological agents have the advantage 
that the recovery phase is not obscured by 
the continued presence in the body of drugs 
with undefinable effects. Even if it should 
prove that the picture of recovery, after 
electrically-induced convulsions, is essen- 
tially the same, this fact in itself would be 
interesting enough. 

In the following we want to report obser- 
vations which were carried out on 15 state 
hospital patients? after each of one hundred 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Virginia, May 5-9, 1041. 

2 We are indebted to Dr. Julian W. Ashby, super- 
intendent of the North Carolina State Hospital, 
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separate shocks. These observations are 
supplemented by additional but more casual 
studies of 35 other psychiatric patients un- 
dergoing electro-shock treatment. 

Although we have observed wide-ranging 
variations in individual behavior, we shall 
here relate what impressed us as most sig- 
nificant and collectively consistent. No re- 
covery from this severe electrical stimula- 
tion of the central nervous system is exactly 
like another, but the essential facts must not 
be lost in individual qualifications and 
descriptions. 

The convulsion, which usually has a dura- 
tion of from 30 to 45 seconds, is terminated 
by a deep, labored inspiration. At that time 
the simultaneous and massive discharges of 
the central nervous system have come to an 
end. From this point we mark the beginning 
of recovery. The patient lies upon the bed, 
breathing stertorously, the formerly cyanotic 
face now flushed, perspiring, salivating, with 
fast but regular heart-action, flaccid except 
for contracted masseters, with intestinal 
peristalsis either visible or audible, and no 
stimulus however strong and of whatever 
kind elicits a response. The facial muscles 
too relax within a half minute to several 
minutes later and the patient releases the 
gag. 

A few minutes later a sudden shaking or 
a loud noise produces the first reaction which 
almost invariably consists of an incoordi- 
nated contraction of many muscles very 
similar to the behavior shown by a man who 
is rudely awakened out of a deep sleep. The 
shock-patient differs from the sleeper, how- 
ever, by almost directly falling back into his 
stupor. The eyes give irregular movements, 


Dix Hill in Raleigh, for his permission to work 
with the patients under his care and his kind co- 
operation in providing facilities for the pursuit of 
this study. Our gratitude also is due to the members 
of the staff of Dix Hill, and particularly to the 
clinical director, Dr. J. F. Owen. 
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show conjugated deviations, or oscillations 
either from one corner to the other or in 
rotatory fashion. Slow and unintentional 
movements of the limbs may occur at this 
time. To the repeated presentation of a 
strong stimulus, this startle-reaction de- 
creases progressively in its intensity of 
response and the period of _ retained 
relative consciousness becomes increasingly 
prolonged. 

After some minutes, differing in actual 
time from patient to patient but amazingly 
consistent in the same patient, swallowing 
begins. At times it seemed to us as if a 
swallowing movement was provoked every 
time the patient was called loudly by his 
name or when he was rather violently shaken, 
so that we thought this swallowing was the 
precursor of speech but in many other 
instances we were unable to substantiate 
this. 

At this point in the recovery, the patient 
frequently becomes more and more restless, 
rolling himself from one position to another 
and emitting loud, whistling-like expiratory 
noises as well as groans. While we never 
saw evidences of sexual excitement in men, 
we frequently observed coitus movements 
in women with masturbatory manipulation 
which sometimes culminated in unmistakable 
orgasms. 

But the patient is not yet talking and does 
not follow simple commands. It becomes, 
however, increasingly easier to control his 
restlessness and to calm what appears to 
the observer to be terror-manifesting reac- 
tions. From now on, the patient may begin 
talking either spontaneously or in response 
to questions. A compliance with simple com- 
mands like opening and closing the eyes and 
the appearance of speech usually coincide. 
The first utterances are usually entirely in- 
comprehensible, but soon it is possible to 
recognize first the words and then sentences, 
although they may have to be guessed at 
rather than directly understood. At this 
time we offered the patient a pencil and 
held before him a pad of white paper, a 
situation to which he had been somewhat 
conditioned before the treatment. 

If at this time some patients were given a 
written order to write their name, they 
would ordinarily not follow the command al- 


though they would sometimes read the com- 
mand aloud. If then the request was re- 
peated orally, the patient would take the 
pencil and write his name. (Fig. 1.) 

At first the patient produces only scrib- 
bling and has to be constantly urged to con- 
tinue. He may even drop back into sleep. 
But soon the initial of the first name may 
be clearly discernible. It is remarkable that 
when the patient is able to form a letter at 
all, this letter bears all the gross character- 
istics of his ordinary writing. 

Perseveration, too, becomes manifest in 
the writing although it may not always be 
unequivocally inferred from verbal re- 
sponses. The perseveration may find its 
expression within a single word, or in re- 
peating the same word or word-group. 
(Fig. 2.) At any moment an already 
achieved level of performance may go over 
into a more primitive one, and the patient 
may produce scribbling again after he had 
already written legibly. This is in agree- 
ment with the findings of electroencepha- 
lography where within certain time intervals 
higher-developed patterns are momentarily 
succeeded by simpler and_ less-developed 
ones(2). 

If the patient executes the written com- 
mand then this is a sign of his having at- 
tained a higher level of function. The dem- 
onstration of this is that he writes at this 
time with much greater determination and 
precision. Usually 20 to 30 minutes after a 
full-fledged convulsion the writing of the 
name was again normal. After a minor re- 
action the interval before which writing is 
normal again varies considerably and can 
be taken as a direct index of the strength of 
the reaction. 

The formation of the letters serves as an 
indicator of the patient’s cognitive abilities. 

The return of the talking function goes 
hand in hand with the writing ability and 
follows similar lines. The muttered and 
seemingly senseless words and maybe the 
silent tongue movements are the equivalent 
of the scribbling. The first sentences uttered 
are also usually incomprehensible. But as 
time goes on it is possible to establish ques- 
tion and answer sequences. From now on, 
the perplexity of the patient arising from 


| 

' 

H 


830 OBSERVATIONS ON MENTAL PATIENTS AFTER ELECTRO-SHOCK [ May 


his inability to grasp the situation pervades 
his statements. 

He may ask if this is the jail... . and 
if he has committed a crime . . . . and then 
will insist that he did not intend to do it. 
But any question as to what crime he com- 
mitted and why he thinks he is in jail or if 
this could be Hell or if this could be a 
hospital, is first answered by “I don’t know.” 
The efforts of the patients to re-establish 
their orientation almost always follow the 
same line: “Where am I[?”.... “I 
know you (pointing to nurse)” .... “and 
I know you (pointing to doctor)” .... 
(To the question “What is my name?) “I 
do not know’ .... (To the question 
“Have you seen me before?) “Yes, I have 
seen you but I do not know your name 
trying to recall names, would sometimes 
come within striking distance of the right 
name—for example, Watson for Watkins. 
Or he would be able to pronounce the first 
syllable of the name but not the next. If 
given a clue, it sometimes looked as if some 
kind of a chain-reaction was set off. If the 
patient was given one name, he could find 
the others and evidently enjoyed this per- 
formance. The same was true as to orien- 
tation about place. The patient who a mo- 
ment before had answered questions as to 
what town he was in with “I do not know” 
would, upon being told that this was Raleigh, 
then volunteer that this was a hospital, that 
it was a state hospital, that it was Dix Hill, 
and that Raleigh was in North Carolina. 

Here also belongs an observation on a 
Polish-born patient with a poor command of 
the English language who, for the very short 
periods of confusion through which he 
passed, always talked in Polish. A fountain 
pen which had been bought two days pre- 
viously or the change of room which was 
effected eight days previously are much 
later remembered than events which hap- 
pened a year before. Here belongs, too, the 
fact that married women very often did 
not know and did not recognize their mar- 
ried names but gave instead their maiden 
names. 

The patient’s behavior when asked to per- 
form a task such as to get up from the bed 
where he lies demonstrates another aspect 


of the progress of recovery. Although he 
conducts a conversation intelligibly and 
adequately, he does not act according to 
voiced intentions. Sometimes urgent repe- 
tition of the command alone would set off 
the proper movements; in other cases beck- 
oning gestures were necessary, and very 
often the chain of events had to be initiated 
by pulling the patient into the sitting posi- 
tion or removing one leg from the bed. 
After such an induction, the rest of the 
getting-up performance was completed with- 
out further urging. But the patient then 
frequently stopped doing things and the next 
series of actions, putting on his shoes, tying 
the laces, leaving the room, had each time 
to be expressly commanded, pointed out, or 
the situation had to be actively forced. 

This behavior evinces lack of initiative. 
A truly confused person picks out shoes 
readily and indiscriminately if asked to 
choose among many pairs before him and 
then is baffled by the fact that these shoes 
may not fit without being able to find the 
right solution. Those showing lack of in- 
itiative display adequate behavior when in- 
duced to act and have no doubt about the 
identity of their personal belongings. 

The post-shock patient further offers an 
opportunity to discern between disorienta- 
tion and orientative confusion. Both the 
disoriented person and the confused person 
do not know where they are, whom they 
talk to, and what time it is. The means, 
however, by which they try to adapt them- 
selves to their lack of knowledge differs 
decidedly. The disoriented subject counters 
every suggestion given to him first with an 
“T don’t know,” usually accompanied with 
an embarrassed or apologetic smile. Then 
he tries to establish points of reference. For 
example, he answers the question ‘What 
time is ii?’ with the observation that it 
must be night because the lights are on. 
These inferences do not always lead to the 
correct answer such as illustrated in the 
case where the subject inferred from the 
light suit he was wearing that it was sum- 
mer, and the fact that he wore the light suit 
was to him a more reliable clue to the sea- 
son than the repeated assertion of people 
around him that it was winter. The orienta- 
tively confused person infers nothing but 
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A male patient responding to the oral command to write his name and 
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accepts even the most fantastic and con- 
tradictory suggestions. 

The confused person cannot exclude what 
the present situation is not, but must try to 
fit the situation into the possibilities sug- 
gested. He may accept the hospital room 
temporarily as Heaven, Hell or the jail, or 
all at the same time. In contrast to this, the 
disoriented person interprets the present 
situation with perceptual clarity and even 
though he will call Duke Hospital, where he 
actually is, the Johns Hopkins Hospital, 
where he has once been, he will never call 
it jail, Heaven or Hell. 

Another consequence of a not-yet-fully- 
regained stability is the lack of critical dis- 
cernment and the temporary release of in- 
hibition. We saw this invariably in females 
and more frequently after sub-convulsive 
reactions than after generalized convulsions. 
It consisted in marked erotic behavior such 
as asking the nearest male to kiss her or in 
trying to embrace him and in attempting to 
expose herself. Sometimes it consisted in 
cursing where formerly the most meticulous 
observance of social manners had prevailed. 
This behavior is later occasionally recalled 
and regretted. 

Responses of all our patients to the 
Rorschach test were obtained systematically 
at the beginning and end of the treatment, 
before and after single shocks, and at clin- 
ically significant intervals during the thera- 
peutic series. The standard Rorschach tech- 
nique was employed wherever possible, but 
for the investigation of the quickly changing 
post-convulsive personality states we devised 
a modified method, which we are quite aware 
may violate certain principles of the test. 
The patient was asked to respond to three 
cards only after each generalized convulsion, 
a protocol being taken continuously from 
the time he was first able to speak until a 
steady state had been reached, in most cases 
usually not longer than one hour after the 
shock. After three or sometimes four treat- 
ment days, responses to all ten cards in the 
test could then be assembled into a com- 
posite Rorschach record for every five- 
minute interval in an individual patient’s 
post-shock recovery. 

It is impossible to present here all the 
data which we have. Again, we have con- 


fined ourselves to findings which we con- 
sider outstanding and apt for discussion. 

Since the time at which patients begin to 
speak intelligibly is subject to considerable 
individual variation, the first Rorschach pro- 
file may not be demonstrated until as late 
as the 15- to 20-minute interval. But we 
do have composite records of responses given 
in the first 5 minutes. This earliest record 
is marked by an abnormally low number of 
responses, usually not more than fifteen most 
of which are simple color-namings. Fifty 
to sixty per cent of the total responses fre- 
quently occur on the last three color cards. 
Misnaming of color may even be pres- 
ent,* but the patient may allow all these 
responses to stand without qualification as 
definite, adequate responses, and display 
none of the hesitant, vacillating reactions 
which he may give later. 

Usually less than thirty-five per cent only 
of all the responses are form-determined and 
the percentage of sharply perceived forms 
is very low, in our patients about twenty per 
cent, an evidence here of perceptual laxity 
which is further substantiated, as we shall 
show later, by the patient’s reproduction of 
gestalt figures presented to him at this same 
time. The first adequate form responses are 
given most frequently to card V, a com- 
pact, definitely shaped figure which is popu- 
larly seen as a bat, butterfly, or moth. 

But even at this low level, the basic per- 
sonality attitudes affect the reactions of the 
individual as is demonstrated by the reap- 
pearance of a response peculiar to the pa- 
tient in the pre-shock state (such as “horse” 
to card V), among the first responses other 
than color-naming which the patient gives 
to the blots. So, too, we can expect in many 
patients the maintenance of a pre-convulsive 
attitude of rejection of the test. It may be 
incidentally remarked, however, that some 
of our first records from catatonic patients 
could be obtained only in the immediate post- 
convulsive period. 

Perseveration, of which we spoke previ- 
ously, is usually manifested in these first 
form responses, and this carrying over of 
the same interpretation from card to card 
will persist, of course, throughout all the 


3 In a few instances we made certain with Ishi- 
hara’s test that no color-blindness existed. 
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records if the perseveration has been present 
in the pre-shock record, but the response 
which is perseverated may change during 
the process of recovery. At the same time 
the manner of interpretative approach shifts 
from an early, almost complete attention 
to details to a progressively increasing con- 
cern with the whole blot. Paradoxically, the 
patient in these early stages may open up 
and pay more attention to detail and there- 
fore produce a much greater quantity of 
answers than he gave before the shock and 
than he may give after the treatment has 
been terminated, but these responses remain 
primitive. 

Just as the change of emphasis in intellec- 
tual approach is demonstrated by the gradual 
increase in the number of whole responses, 
there is also a growing orderliness in re- 
sponding to the cards. In the early records 
there is a great deal of repetition of the 
same response on the same card, but soon 
(usually 25 to 40 minutes later), the patient 
may enumerate details, particularly on the 
color cards, in an orderly fashion from top 
to bottom, and the symmetrical counterparts 
of details are described together in one re- 
sponse (two bears, for example), rather 
than as two quite separate figures. 

In the records taken within the first 15 
minutes after the shock color-naming may 
constitute as high as eighty per cent of all 
responses and may persist, but with di- 
minishing frequency, throughout the proto- 
col. As recovery progresses, there is, in 
almost all cases, a gradual formalization of 
the color details which proceeds with in- 
creasing emphasis upon the form. A simple 
color-name “pink’’ at 5 minutes may become 
at 15 minutes “sky” and at 30 minutes “but- 
terfly.” Or “blue” may be succeeded by 
“spot of blue” and then by “spot of ink.” 
I’ven patients whose answers are severely 
limited in the normal state may refine their 
color-naming by specifying the proper shade. 

As the patient emerges more and more 
from this early post-convulsive condition, 
the amount of good form-responses in- 
creases and usually regains the pre-shock 
value within 30 minutes, indicating that 
the subject utilizes a greater number of as- 
sociations more effectively. It sometimes 
happens, however, that because of the per- 


sistence of reactions to color details the pa- 
tient may exhibit at a late stage a lower per- 
centage of form-determined responses than 
in the ordinary pre-shock state. 

Movement responses, commonly asso- 
ciated with personality stability, were always 
the last to reappear. Thus after each single 
shock a long recuperative distance has to be 
covered before stable responses are again 
presented. We do not take this as evidence 
of contradiction of Kelley and Barrera’s(3) 
findings that no Rorschach changes are 
demonstrable before and after single shocks, 
since in their published report they did not 
use records taken at these early stages. 

Another attempt to visualize the patient’s 
achieved state of recovery was made by 
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Fic. 3.—Responses, to a Wertheimer “gestalt” 
picture, of a female patient recovering from a major 
convulsion, at different time intervals. 


letting him reproduce some of Wertheimer’s 
gestalt figures. This, like the writing, was 
executed in an increasingly adequate fashion. 
“Closing in” upon the model evident during 
the early stages gradually disappeared, per- 
severation decreased, and the final result ap- 
proached more and more the performance 
given before the shock. (Fig. 3.) 

Before we assemble into a whole the many 
different facets just described, we must 
insist again that all our observations have 
been made on quickly changing transient 
states and the very attempt to describe these 
states in a static way is a kind of distortion. 

Tactile, visual and acoustic perception ap- 
pear first together with rough and poorly 
coordinated motility. Gradually the sensa- 
tions become meaningful. They are apper- 
ceived and unified into concepts. The ability 
to utilize these concepts in talking or writing 
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is dependent upon the increasing availabil- 
ity of associations which, in turn, depends 
upon the reappearance of remote and then 
of more and more recent memory. Situa- 
tional discrimination is evidence of full rein- 
tegration. A comparison of the responses 
given by our post-convulsive patients with 
Klopfer’s Rorschach findings in children (4) 
suggests that certain characteristics asso- 
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Fic. 4.—Rorschach psychograms of two patients 
before and after a complete and successful course 
of electro-shock treatment. For details see text. 


ciated with the various stages of personality 
development may appear in the restitution 
after a convulsion. It is an interesting paral- 
lel that Gyarfas(5) in his studies on dis- 
turbances in hypoglycemia calls attention 
to similar phenomena which he terms re- 
gressive characteristics. 

It is our impression, in contrast to the 
opposite conclusions which Good(6) drew 
from metrazol cases, that if the post-convul- 
sive recovery takes place too fast or, in 


other words, if the patient becomes almost 
immediately his pre-shock self, then the 
therapeutic procedure has been in vain. If, 
however, he displays some kind of confu- 
sion and disorientation, he needs help to 
find his points of reference again. This is 
the time during which psychotherapeutic 
contact can be established with him and in 
which new associations can be formed and 
a remission set off. It is also during this 
time that the patient may doubt the validity 
of his psychotic convictions and be convinced 
of their falsity. 

It would be certainly worthwhile to make 
a systematic comparison of the transient 
post-shock phenomena with the more or less 
enduring syndrome of frontal lobotomy 
which Freeman(7) describes. However, 
this discussion would lead too far afield. 

We have seen certain differences between 
the pre-treatment Rorschach findings and 
the ones obtained after the cessation of treat- 
ment. Among our recovered patients we can 
tentatively distinguish two groups, one of 
which shows clinical improvement and dis- 
appearance of many of the pathologic 
Rorschach indicators and another in which 
there are still definite signs of abnormality. 
This may prove to be a possibility of dis- 
criminating between patients who will re- 
main “cured” and those who will relapse, 
but our time of follow-up is still too short. 
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THE FEEBLEMINDED MOTORIST ' 
By LOWELL S. SELLING, M.D., Pu. D., Dr. P.H., F.A.P.A. 


Although the interest of psychiatrists in 
solving the problems involving the mental 
condition of the motorist is increasing, there 
are many phases of these problems which 
have not been touched upon. The writer 
has previously commented upon the general 
psychiatric condition of the motorist,’ the 
psychiatric problems connected with the hit- 
and-run driver, the mental hygiene prob- 
lems connected with driving,* and some psy- 
cho-physiological considerations of drivers.° 

The subject of the feebleminded motorist 
is one of the most important. The reason 
for this is more obvious to the law enforce- 
ment officer than it is to the psychological 
physician, not because psychiatrists fail to 
realize that there are problems involved in 
the driving of the feebleminded person but 
because these problems do not come directly 
to the attention of the psychiatrist except on 
the highway when the stupid person collides 
with him. 

The psychiatrist’s mind is bound up in 
those major problems of treating schizo- 
phrenics, of examining draftees, and other 
urgent mass and overt psychiatric needs of 
the community and his activities are not 
directed toward driving problems even 
though the number of cases involved might 
be greater, and the loss of life and injury 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Section on 
Mental Deficiency, Richmond, Virginia, May 5-9, 
1941. 

From the Psychopathic Clinic of the Recorder’s 
Court, Traffic Division, Detroit, Michigan. Series 
T, No. 22. 

2 The Psychiatric Findings in the Cases of Five 
Hundred Traffic Offenders and Accident Prone 
Drivers, AMERICAN JOURNAL OF Psycuuatry, Vol. 
97, No. 1, July, 1940, 68-79. 

3 The Psychopathology of the MHit-and-Run 
Driver, THE AMERICAN JOURNAL OF PsyYCHIATRY, 
Vol. 98, No. 1, July, 1941, 93-98. 

4The Mental Hygiene Aspect of the Traffic 
Accident, Journal of the American Medical Asso- 
ciation, Vol. 115, No. 11, September 14, 1940, 903- 
906. 
5 A Neuropsychiatric Study of Traffic Offenders, 
Psychosomatic Medicine, Vol. II, No. 4, October, 
1940, 384-397. 
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to limb might be more significant. We 
might say as a by-comment that perhaps the 
reason we know less about traffic offenders 
than we should is that we know less about 
the population as a whole than we should, 
and traffic offenders are now becoming such 
a large segment of the total population that 
the non-drivers exist only among the aged, 
the very young, the very sick and the insane. 

The driving examiner, usually a layman, 
is confronted with the problem of removing 
from the highway those individuals who may 
be involved in serious accidents. He can 
use as his criterion the man’s past record, 
but he knows, from studies which have 
been made of the age levels of drivers with 
reference to the number of accidents oc- 
curring at each age, that a good previous 
record does not necessarily mean that the 
individual is going to continue to be a good 
driver, for as he grows older the functions 
of the mind required in driving deteriorate. 
There is no doubt that practice, by which 
I mean continued driving experience, and 
the knowledge acquired by close shaves, by 
instructions from back seat drivers and in 
some cases warnings received from the 
newspapers all play a part in keeping the 
driver a safe risk. 

These factors are not as effective in con- 
trolling the feebleminded individual. He 
reads but little because reading is difficult 
for him. The usual instructions given to 
large groups of drivers in police traffic 
schools and other agencies of a similar 
nature do not influence him because the in- 
structions are not simple enough and are 
not repeated sufficiently often to make an 
adequate impression. The feebleminded are 
notoriously lacking in empathy and conse- 
quently are not apt to react to the pictures 
of wrecked cars or mangled bodies in traffic 
accidents. 

The present study was made of 305 cases 
having intelligence quotients, on various 
tests, between 43 and 72. Those between 
65 and 72 were found to be feebleminded 
by the clinical signs rather than by the in- 
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telligence test alone. This group of 305 
cases were among the first 1000 cases seen 
in the Detroit Recorder’s Court Traffic 
Clinic. Of this selected group referred to 
the clinic because they were repeated of- 
fenders, because they showed some mental 
or physical deviation, or because there was 
a history of confinement in a mental insti- 
tution, one-third rated as feebleminded on 
the intelligence tests. 

I might remark that there were about 60 
other cases which had feebleminded ratings 
on one of the standardized tests but the 
clinical examination failed to demonstrate 
that they were feebleminded and the tests 
were held invalid. If one were to go by the 
bell-shaped curve established by the Army 
Alpha and other similar tests, one could 
assume that no more than 2% or 3% of 
the total population is actually feebleminded. 
Our much higher figures indicate not that 
more feebleminded people are driving in 
proportion to the number in the population, 
but that the cases referred to the clinic are 
heavily weighted by this group. 

It would be a valuable consideration, first, 
to consider briefly the charges on which 
these cases were referred. Cases were found 
of negligent homicide, reckless driving, 
speeding, leaving the scene of an accident 
without reporting; reasons for referral are 
largely these four mentioned. Feebleminded 
people have also a tendency to run through 
stop lights. Whether this is due to the easy 
diversion of their attention or to difficulty 
in creating the habit that most of us have 
of stopping automatically at the stop lights, 
one cannot determine. The feebleminded 
also show a great deal of aggressiveness in 
their conduct. One of these aggressive pa- 
tients, when the Judge asked him why he 
did not stop for a stop street, claimed that 
he did. The Judge then reminded him that 
the two arresting officers testified that he 
had not stopped but had merely slowed down. 
He said, “Oh yes, Judge, I came to a rolling 
stop.” 

Night accidents occur among the defec- 
tives in about the same proportion as among 
the non-defectives in the total clinic group. 
We must remember, however, that the 
clinic’s non-defective group is also abnormal, 
that it consists of people with abnormal 


attitudes; 4% of them are psychotic; and 
there is a large number, perhaps 5%, with 
physical difficulties. 

Our feebleminded group contains a high 
proportion of chronic offenders. About one- 
half of the 305 cases had a record of five 
or more previous traffic arrests. There were 
8 who had over 50 traffic tickets and other 
arrests, and one case had over 180. The 
traffic arrest records for certain egocentric 
and aggressive individuals with normal in- 
telligence runs slightly higher than these 
records of the feebleminded. 

What the traffic administrator wants 
from the psychologist and psychiatrist is 
some way of eliminating the feebleminded 
from the driving group. He knows that 
the low-grade feebleminded and the insane 
should not be permitted to drive, and, as 
we have pointed out in a previous paper,® 
provision has been made for this situation 
in Detroit. This provision only provides, 
however, for the insane and the feeble- 
minded who have actually been released 
from state institutions, although the Detroit 
Police Department keeps a record of all 
cases diagnosed as feebleminded in the Board 
of Education clinic. 

Frequently a movement has been started, 
which the clinic has tried to block each time 
it becomes evident, to adopt one or another 
of the standardized intelligence tests as a 
routine test for license candidates. Such a 
test would have to be one of the so-called 
pencil and paper or self-administering tests 
because the amount of money paid by li- 
cense candidates is too small to justify the 
payment of a salary to a trained psychiatrist 
or psychologist. I am not inclined to be- 
lieve that even the latter, working alone 
without a psychiatrist, could make a fair 
discrimination. 

The argument that was put forth, when 
one points out that these tests are not accu- 
rate and might be unfair, is that in the 
largest number of cases they would be fair. 
It is quite true, I belive, that in most cases 
they would be fair in separating those who 
might be called feebleminded from those 
who might be called not feebleminded, but 


6The Mental Hygiene Aspect of the Traffic 
Accident, supra. 
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beyond that point they would have no sig- 
nificant discrimination in traffic. 

There are many feebleminded individuals 
and, in making a control study, we found 
half a dozen specific cases of feebleminded 
drivers who have driven for years but have 
never been arrested for traffic violations. 
Intellectually they rate as high grade morons 
(M.A. around 9g} years). Mechanically 
they are able to operate a motor car, and 
they have satisfactory physical condition 
so that they are not risks on the road. Some 
of these people even support their families 
by operating motor cars, and, since they do 
not get into trouble and are supporting 
their families, the question arises: Why 
remove them from their jobs when no harm 
is being done? An answer to this question 
lies in the fact that the traffic situation is 
becoming more complicated. Whereas five 
or six years ago there may have been less 
traffic than there is today, we can anticipate 
more intense traffic on unwidened pavements 
in the usual city where pavements cannot 
be widened indefinitely, and expect, also, 
greater speeds on open highways, such as 
the famous Pennsylvania Turnpike. As 
these factors become more intense, the 
feebleminded may be assumed proportion- 
ately less safe. 

I do not believe, either, that there is any 
absolutely accurate intelligence test that 
could be used for the purpose of examining 
license candidates. The clinic’s procedure 
has been that all cases with intelligence quo- 
tients below 70 on a self-administering test 
have been checked on the Stanford-Binet 
or the Wechsler-Bellevue test. It has been 
found that there have been discrepancies, 
for instance, the Otis self-administering test 
has been as many as 15 or 18 points below 
the Stanford-Binet and clinically, as judged 
by the psychiatric examination, these indi- 
viduals were not feebleminded. 

In the case of the Wechsler-Bellevue, the 
discrepancy has been as much as 40 points; 
the individual who is feebleminded on the 
Otis test is rated as being of average intelli- 
gence on the Wechsler-Bellevue and clini- 
cally he is found to be feebleminded. Psy- 
chologists would perhaps criticize our psy- 
chiatric evaluation claiming that it is merely 
the abstract judgment of a psychiatrist who 
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bases his opinion largely on impressions and 
superficial conduct. Studies which we have 
made, however, indicate that when the test 
was tried out on an individual who shows no 
psychotic or other deviations, the clinical 
judgment or the guess of the psychiatrist 
as to intelligence quotient agrees as closely 
with the intelligence test as one carefully 
given individual intelligence test agrees with 
another. 

I do not mean that the intelligence test 
should be eliminated in the examination of 
drivers, but I do think that as a tool it is of 
no more significance than the blood count 
or urinalysis in general medicine. A diagno- 
sis may be made of various blood and meta- 
bolic disorders through these laboratory tech- 
niques but the accurate diagnosis and its 
proper use in treating the case can be brought 
about only when trained clinical judgment is 
used in evaluating the laboratory results. 

In the case of traffic offenders the situa- 
tion becomes more complicated because li- 
cense examinations are made under pressure. 
Vast numbers of candidates come to licens- 
ing bureaus—sometimes as many as 30,000 
a month in Detroit and have to be dealt with 
by a limited and frequently inexpert group 
of examiners. Because of the rush and 
hurry, it is occasionally possible for an in- 
competent driver to substitute a relative or 
friend in answering questionnaires and fill- 
ing in forms, and even in taking eye tests. 
The lack of supervision and the temptation 
to take advantage of the rush would be in- 
creased if an intelligence test were demanded. 

It must be remembered that in many cities 
the police officers are not themselves given 
an intelligence test and might not be compe- 
tent to score and certainly not to make an 
evaluation. If the test is properly standard- 
ized, there are now only a few forms which 
have been given to large enough groups to 
be satisfactory. If one copy of each of these 
forms is released in the community, there is 
no limit to the amount of coaching and mem- 
orizing that would result in completely de- 
stroying the value of the test. An alterna- 
tive in dealing with the feebleminded driver 
is to give him a psychiatric examination, and 
as noted above, the expenditure of time and 
money for such a purpose is not available 
at the present time. 


1942] 
Th 


drive 
tende 
I sho 
Case 
whose 
parkec 
line. | 
he sta 
to see 
pulled 
and w 
his ow 
physic 
and di 
mon f 
edge 
it was 
Me 
not 
erate 
struc 
to th 
and 
have 
stand 
can | 
acqui 
laws 
Cas 
His i 
test, 
that 
recor¢ 
had a 
been 
He w 
struck 
red |i 
hold. 
W 
brak 
The 
level 
good 
that 
cann 
poor 
car | 
that 
dista 
have 
Ca: 
with 
intert 
Clini 
was | 


_[May 


ns and 
e have 
he test 
WS no 
clinical 
hiatrist 
closely 
refully 


with 


ce test 
tion of 
it is of 
count 
liagno- 
| meta- 
‘y tech- 
ind its 
rought 
ment is 
sults. 
situa- 
li- 
‘essure, 
licens- 
30,000 
ult with 
group 
sh and 
an in- 
itive or 
ind fill- 
e tests. 
\ptation 
| be in- 
nanded. 
Ly cities 
s given 
compe- 
an 
andard- 
s which 
oups to 
of these 
there is 
id mem- 
tely de- 
alterna- 
1 driver 
ion, and 
ime and 
vailable 


1942] 


LOWELL SELLING 


837 


The feebleminded driver is a dangerous 
driver and, as has been pointed out, has a 
tendency to violate many laws. As examples, 
I should like to cite a few cases: 

Case T-1464 is a thirty-five year old Negro male 
whose intelligence is in the lower fifties. He was 
parked on a street on which there is a street car 
line. When he was ready to leave the parking place, 
he started his motor and without looking behind 
to see if there was any traffic coming, he suddenly 
pulled out from the curb in front of a street car 
and was struck by it. The accident was obviously 
his own fault. The clinic found by means of psycho- 
physical tests that this man’s judgment of speed 
and distance was defective. This is not an uncom- 
mon finding among the feebleminded. His knowl- 
edge of traffic regulations was surprising in that 
it was almost normal. 


Most of these feebleminded people do 
not know the traffic laws. Many are illit- 
erate and are unable to read the traffic in- 
struction book. In our state, forms are given 
to the person applying for a driving license, 
and some of these feebleminded applicants 
have another person fill in their forms. The 
standards are low and some feebleminded 
can pass the examination because they are 
acquainted through habit with a few of the 
laws concerning which questions are asked. 

Case T-1406 is a thirty-five year old white man. 
His intelligence quotient was 63 on an individual 
test, and when checked clinically it was verified 
that he was definitely feebleminded. His work 
record and his previous reactions in his marital life 
had all been those of a feebleminded man who had 
been reacting on a low social and intellectual level. 
He was driving along after one or two drinks and 
struck the rear of a car which had stopped for a 
red light. He claimed that his brakes would not 
hold. 

With feebleminded drivers, a claim of the 
brakes not holding is often encountered. 
The defective usually lives at a low economic 
level and cannot afford to keep his car in 
good condition. He drives an old model 
that requires constant attention which he 
cannot give it. Because his judgment is 
poor, he drives too close behind another 
car before applying the brakes. He thinks 
that his brakes should have held in that short 
distance and mechanically the car could not 
have been stopped. 

Case T-1427 is a fifty-eight year old white man 
with an intelligence quotient of 56 on the Otis 
intermediate and 60 on the Pintner-Paterson scale. 


Clinically, he was found to be feebleminded. He 
was illiterate and his accident could be attributed 


4 


to this fact. He was not even able to read road 
signs well enough to recognize the “No Left Turn” 
sign at an intersection. He whipped over to the 
left in front of oncoming cars and was struck by 
one of them. In addition to his feeblemindedness, 
he was found to be mildly alcoholic, highly un- 
stable, egocentric and irritable, and to have an in- 
crease in blood pressure. While it was unlikely 
that we would have been inclined to allow him to 
retain his driver’s license even had the feebleminded- 
ness been uncomplicated, the complications which 
are noted above, emphasized the obvious fact that 
he was a menace on the highway. 

Case T-1433 is a forty-four year old white male 
who struck a child and drove off without reporting 
it. When we asked him why he did not stop and 
render aid as is required by law, he said that he 
did not want to pay any damages. It was necessary 
to send an officer out to bring him to court. He 
claimed he was sick the day he was supposed to 
come to court after he had been given a summons, 
and the ailment -which kept him away from court 
he finally admitted was, if anything, only a common 
cold. He showed a great deal of instability and a 
highly erratic picture. From simple observation by 
the laymen, the man would not have been believed 
to have been feebleminded. He was faultlessly 
dressed, neatly groomed, well shaved, made an 
excellent appearance; but upon questioning him 
about his marital life and listening to his explana- 
tions of his difficulties, and evaluating his work 
record, we found that he was definitely feeble- 
minded. 


The mental defective, in a relatively un- 
complicated community, is, I believe, a safe 
driver. The farmer with an intelligence 
quotient in the sixties, who does not have 
to go on main traveled highways very fre- 
quently and does not have any desire to 
drive on Sunday when neighboring traffic 
is heavy, is probably not a menace on the 
highway. A man with the same intelligence 
quotient driving in the city with cars on 
either side, with other bad drivers to make 
him irritable and irresponsible, who is some- 
what distractible and has other psychiatric 
traits which are not in his favor, becomes a 
definite menace. An adjustable, feeble- 
minded person who is not rated below 60, 
who drives a truck and follows a set route 
within a limited area, might be allowed to 
drive for commercial purposes, but the limi- 
tation of licenses for commercial purposes, 
for day driving, or for other purposes, is 
always difficult to enforce. A man who car- 
ries with him a driver’s license for com- 
mercial purposes has a tendency to exceed 
the restrictions specifically endorsed on his 
license because of his own personal limita- 


RR 
| 


tions, which only too often he does not rec- 
ognize in himself. 

There is no intelligence test or test bat- 
tery which could be used to examine traffic 
offenders fairly under the conditions that 
usually govern the tests unless supplemented 
by further studies of the individual case. 
Too many drivers would be ruled off the 
highway because their “test-intelligences” 
were too low, while those with intelligences 
which rated as adequate on the test, but 
who are really clinically unfit to drive, would 
be given a clean bill of health which would 
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not be justified. In this attempt to certify 
drivers the assumption would be that all 
people driving on the highway were fit per- 
sons and safe driving risks, which would 
not be true and which would lead to further 
difficulties. The time is bound to come when 
the high grade feebleminded individual with 
undesirable traits who now is permitted to 
drive will be ruled off the highway, but 
this will have to be done through a thorough 
personal study of license candidates rather 
than by means of any pencil and paper 
test. 
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THE INSTITUTIONAL PSYCHOTIC EPILEPTIC * 
By J. ANDREW GOTTSCHALK, M.A., Cuicaco, 


The general purpose of this investigation 
was to study the personality of the insti- 
tutional psychotic epileptic. Many popular 
conceptions have been accepted as fact with- 
out any systematic verification. There is 
need for a more definitive description of the 
“epileptic personality,” if such an entity ex- 
ists. Reference to the literature on epilepsy 
will reveal many statements based on clinical 
estimates and observations with reference 
to the “typical epileptic personality.” In few 
instances is there any agreement as to just 
exactly what it is, or how and under what 
circumstances it develops. 

Secondarily, an attempt was made to es- 
tablish some means and methods which 
might be used, in the future, with possible 
prognostic value with reference to deteriora- 
tion and personality. 

Originally 86 patients were selected ; how- 
ever facts were uncovered subsequently, that 
were not included in original case history 
data, that prohibited inclusion of 35 patients. 
All remaining were residents of state insti- 
tutions for the insane; all had accompany- 
ing diagnosis of psychosis. Four major 
criteria were considered in the final selec- 
tion—native born American—white—mini- 
mum sixth grade education—diagnosis of 
psychosis with idiopathic epilepsy. In no 
subject was there any trace of trauma or 
disease (other than epilepsy) which might 
account for deterioration. 

Only native-born American subjects were 
included because much of the procedure was 
of verbal character and it was felt that re- 
sults would be invalidated if any basic lan- 
guage difficulty existed. 

Since in general, the educational, social 
and cultural background of the average 
American Negro differs greatly from that 


1 Abstract of Thesis for the Degree of Master 
of Arts, department of psychology, Northwestern 
University, Evanston, Illinois. Read before the 
section on abnormal psychology at the forty-ninth 
annual meeting of the American Psychological As- 
sociation, Evanston, Illinois, September 3, 1941. 

Original Thesis in Northwestern University Li- 
brary, Evanston, Illinois. 


of the average white American, it was con- 
sidered necessary to exclude them from the 
study. 

The Terman vocabulary (1916 rev.) was 
standardized on school children and adults in 
school, hence some minimum schooling was 
considered necessary. Gansl(1) and others 
found a correlation of vocabulary with 
school achievement up to the sixth grade, 
beyond which there was a tapering off ; per- 
sons who have attained the sixth grade have 
had opportunity to acquire certain reading, 
writing and verbal facility. 

Miscellaneous factors were controlled as 
far as possible. Only those patients who 
had had at least two convulsions during 
their stay in the hospital, one during the 
preceding six months, were included. No pa- 
tient was examined for at least three days 
following a convulsion. As the period pre- 
ceding a convulsive attack is often clouded, 
or such as to prohibit the best rapport, care 
was exercised to make certain that each 
patient was free from any psychomotor 
phases or clouded states at the time of the 
examination. Women in the menopause were 
excluded, and tests were not administered to 
women who were menstruating. No patients 
under 16 or over 52 years were included. 

Fetterman and Barnes(2) report no sig- 
nificant effect of sedative medication even 
when administered over long periods upon 
I.Q. as measured by the Binet tests; there- 
fore it was not deemed necessary to con- 
sider medication unless something other than 
the ordinary drugs was used. 

Clinical estimates of deterioration, per- 
sonality rating lists, temperament scales and 
an objective test of deterioration were em- 
ployed in this study. 

Clinical estimates of deterioration were 
obtained by requesting ward physicians and 
psychiatrists to rate patients according to 
three levels; mild, moderate and severe. 
Each level was assigned a numerical value 
according to the estimated degree to which 
it was present. These are compared with 
the Babcock tests and efficiency indices. 
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A personality rating list made up of 
twenty-three items—characteristics selected 
from literature—as the traits most often 
mentioned in connection with the epileptic 
personality, was employed. Each trait was 
rated numerically from one to five—absence 
to total presence respectively—by two atten- 
dants and one doctor for each patient. Rat- 
ings of the physicians, because of their edu- 
cation and experience, were considered some- 
what more significant than the attendants’, 
and were given twice as much weight. 

A somewhat revised Babcock deteriora- 
tion scale was used in an attempt to deter- 
mine the amount of deterioration present 
in the institutional psychotic epileptic. This 
test attempts to measure the former mental 
level by the use of a vocabulary test, and the 
present mental level by the use of other 
tests. The difference between the two scores 
is considered to be an index of efficiency 
and an indicator of deterioration, if present. 
Use is made of the Terman vocabulary be- 
cause of the established validity and relia- 
bility of this test as a single measure of in- 
telligence. In all tests except the vocabulary, 
the score is based on speed and accuracy. 
The scores of all these tests are averaged 
and a present mental level is derived. 

Possible relationships of heredity, age of 
onset, duration, institutionalization, fre- 
quency and intensity of seizures, marital 
status, birth history, institutional accidents, 
occupational records, and retinal vascular 
patterns were studied. 

Results indicate a definite grouping of 
traits which might be considered an “epilep- 
tic personality.” 

Deterioration as measured by this author’s 
revision of the Babcock deterioration scale 
correlates significantly with the clinical esti- 
mates. A correlation coefficient of plus .63 
with a probable error of plus 0.0114 was 
found. However, the mean indices of effi- 
ciency do not agree with the findings of 
Babcock(3) and of Wittman(4), who found 
larger negative values. In view of the recent 
work of Capps(5), whose results showed 
vocabulary deterioration to a significantly 
smaller degree than did the efficiency tests, 
this author believes that the Babcock dete- 
rioration scale is not a reliable quantitative 
measure of deterioration in any but mild 
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cases. As deterioration increases the relia- 
bility of the index decreases. In the most 
deteriorated patients it is impossible to es- 
tablish former levels which are significant. 
From analysis of individual test relation- 
ships it is thought that definite statements 
can be made as to the presence of a pattern 
of deterioration. In some of the most dete- 
riorated cases in this study, the index of 
efficiency was practically 0.0 (according to 
Babcock, not sufficient to indicate any patho- 
logical process). In several cases to whom 
the scale had been administered four years 
previous to the present examination, the in- 
dices were not significantly different, but 
the general picture of both former and pres- 
ent levels of mental ability were lowered. 
This would tend to justify the belief that 
deterioration proceeds in a rather definite 
pattern. It is thought that the “efficiency 
index” is of some significance, as shown by 
its relation to clinical estimates, but that it 
becomes of less and less value as deteriora- 
tion progresses. 

Time does not permit a statement of the 
percentage relationships of the various test 
items but the following deductions are perti- 
nent. As a group, institutional psychotic 
epileptics exhibit certain characteristics. 
There seems to be no impairment in forma- 
tion of new associations, remote memory, 
orientation, mental clarity (if not in a 
clouded state), recognition or meaning com- 
prehension. Lack of retention for recent 
data, small memory span, slow comprehen- 
sion of new ideas, loss in ability to concen- 
trate, and diff .ilty in special mental effort, 
are all characte: istic of the deficiencies found 
in this group. 

The findings of the study of 23 selected 
personality traits indicate that there are cer- 
tain definite characteristics associated with 
the personality of the institutional psychotic 
epileptic. In the order of the degree to which 
they are outstanding, these traits are: ego- 
centricity, outbursts of rage, irritability, 
hypersensitivity, persistence, explosiveness, 
suspiciousness, over-solicitous social attitude, 
and boastfulness. Several patients were de- 
teriorated to such an apparent degree that 
they exhibited no traits other than archaic 
behavior. These probably lowered the mean 
rating percentage of the above-mentioned 


traits 
signi 
A 
wortl 
tende 
lepto: 
‘“nort 
avera 
show 
tempt 
balan 
pulsin 
to inc 
poner 
divid: 
psych 
No 
lished 
tion, 
tensit 
degre 
outst: 
On 
(who 
been 
marri 
difficu 
expla: 
sons 
tions 
stituti 
of ma 
are Ca 
Ter 
tions 
ent pe 
they | 
epilep 
histor 
onset 
cases, 
sonalit 
just p 
follow 
As 
more ; 
cation: 
tients 
Fig 


il 


relia- 
most 
to es- 
ficant. 
lation- 
‘ments 
attern 
dete- 
lex of 
ing to 
patho- 
whom 
years 
the in- 
it, but 
d pres- 
wered. 
ef that 
definite 
ficiency 
wn by 
that it 
teriora- 


of the 
yus test 
e perti- 
sychotic 
eristics. 
forma- 
nemory, 
t in a 
ng com- 

recent 
iprehen- 
concen- 
1 effort, 
»s found 


selected 
are cer- 
ed with 
ysychotic 
to which 
re: ego- 
‘itability, 
siveness, 
attitude, 
were de- 
sree that 
1 archaic 
the mean 
1entioned 


1942] 


J. ANDREW GOTTSCHALK 


841 


traits to a certain degree. These findings are 
significant for this group. 

A composite profile on the Humm-Wads- 
worth temperament scale showed a positive 
tendency toward the component called “epi- 
leptoid.”” No other component except the 
“normal” indicated any deviation from the 
average. The “normal” component rating 
showed indications of instability, lack of 
temperamental equilibrium and emotional 
balance, coupled with little restraint of im- 
pulsive behavior, together with persistence 
to individual ideas. The low “normal” com- 
ponent is fitting, in so far as all these in- 
dividuals had been clinically diagnosed 
psychotic. 

No significant relationship could be estab- 
lished between heredity, age of onset, dura- 
tion, institutionalization, frequency and in- 
tensity of seizures, birth trauma and the 
degree of deterioration or extent to which 
outstanding characteristics were noted. 

Only 12, or 23.3 per cent of this group 
(whose mean age is 37.3 years) have ever 
been married. Two, or 8.6 per cent of the 
married group have been divorced. It is 
difficult, in the absence of other evidence, to 
explain the low percentage of married per- 
sons in this group. Two possible explana- 
tions arise. Epileptics who later become in- 
stitutional do not marry. A.great.percentage 
of married epileptics, even though psychotic, 
are cared for in the home. 

Temper tantrums and temper manifesta- 
tions are so frequent in the history and pres- 
ent personality that it may be assumed that 
they are a constitutional ¢?racteristic of 
epilepsy. Thirty-four, or 6¢) per cent, show 
history of temper manifesiations prior to 
onset (or at onset if very early). Seven 
cases, or 15.6 per cent, show distinct per- 
sonality changes related to temper tantrums 
just prior to, concommitant with, or shortly 
following onset. 

As institutional patients, epileptics have 
more accidents due to convulsions and alter- 
cations with other patients than other pa- 
tients in a mental hospital. 


Eighty-six and three-tenths per cent of 


these patients showed work or occupational 
records inadequate for self-support. 

High cost of retinal photography and 
many other, almost insurmountable obsta- 
cles, prohibited any objective data pertinent 
to the relationship of retinal vascular condi- 
tions and deterioration in this group. How- 
ever, there is reason to believe that such a 
relationship exists. A physician was re- 
quested to examine and comment on the reti- 
nal vascular pattern of these patients with- 
out knowledge of the reason for the exami- 
nation, or of the diagnoses of the patients. 
Indications from his findings are that “fine,” 
“few,” “sparse,” “diffused” blood vessels 
and vasculature of the retina will, upon fur- 
ther study, show a correlation to deteriora- 
tion. The implications as to general cerebral 
vasculature are clear. 

On the basis of this study, the institutional 
psychotic epileptic can be described in terms 
of an “epileptic personality.” He is ego- 
centric, subject to outbursts of rage, stub- 
born, inflexible, boastful, irritable, hyper- 
sensitive, explosive, suspicious, over solici- 
tous socially, variable in work habits, often 
meticulous in minor habits, and shows little 
restraint in his behavior. Mentally, he has 
the ability to form new associations but can- 
not retain them; remote memory is practi- 
cally intact, while immediate and recent 
memory is very deficient ; he is oriented and 
usually clear, but unwilling to put forth spe- 
cial effort and attention ; recognition is good, 
but memory span is very small ; he has mean- 
ing comprehension of familiar ideas but his 
comprehension of new ideas is slow. 
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FOLIE A DEUX 


Report OF A CASE IN IDENTICAL TWINs 


By LIEUTENANT JACK G. OATMAN 
Station Hospital Number Two, Fort Bragg, N. C. 


Folie a deux, or ‘communicated insanity,” 
first described by Laséque and Falret in 
1877, is the “coincident appearance of ho- 
mologous symptoms in two closely asso- 
ciated mentally diseased individuals” (3). 
The condition is not necessarily limited to 
two, cases of communicated psychosis having 


been reported in three, four and even five, 


persons. The term cannot be applied prop- 
erly to larger groups who absorb the re- 
ligious or pseudo-philosophic delusions of 
their self appointed leaders; e. g., the fol- 
lowers of Joan of Arc, John Brown, Father 
Divine, etc. It is commonest in those living 
secluded lives and is seen in husband and 
wife, siblings, parent and child, or friends of 
the same sex living in close proximity with- 
out the balancing influence of others. It is 
often found that both have been maladjusted 
individuals of the same general heredity and 
environment, with a narrow range of inter- 
ests and facing the same problems. In a 
large majority of cases the syndrome pre- 
sents itself as a paranoid psychosis with both 
patients entertaining almost identical syste- 
matized, plausible delusions, but not the bi- 
zarre, primitive beliefs of schizophrenia. It 
is rare for a schizophrenic to communicate 
his psychosis, because of the poor contact 
with reality and the incongruity of his for- 
mulations. The remaining cases are usually 
classified as manic-depressive, with simul- 
taneous mood swings. 

An adequate history will reveal that one 
member of the pair exhibited psychotic 
symptoms earlier, if only by a matter of days. 
This partner is the aggressor (more mascu- 
line) and must somehow represent authority, 
while the recipient to whom the psychosis 
is communicated is the more passive (femi- 
nine) and of necessity is basically unstable ; 
“there must be an inherent innate recep- 
tivity to a psychosis that he either accepts 
by his own observation of the mental be- 
havior and pattern, or by association, or by 


842 


actual suggestion, that finds root in his in- 
born willingness to receive the suggested or 
observed pattern’(3). The dominant mem- 
ber has the poorer prognosis, and in many 
cases the more passive partner will show 
quite prompt recovery if they are separated. 
It is of but limited academic interest to at- 
tempt to sub-divide the condition. Folie im- 
posée, the name given to the type originally 
described by Laséque and Falret, has one 
member affected with a psychosis which he 
transmits to the second. In folie simultanée, 
discussed by Regis in 1881, two persons are 
simultaneously effected with the same men- 
tal illness. Accurate information as to the 
onset will reveal that this form does not 
actually exist. In folie communiquée, de- 
scribed by Maradon de Montyel in 1881, 
the mental symptoms of the primary sub- 
ject become firmly rooted in the mind of 
the second, but in both members new ele- 
ments arise and a true independent psychosis 
results which persists and progresses after 
separation. 


CASE REPORT: J. C. W. AND J. D. W. 


The patients to be described were identi- 
cal (monozygotic) twin brothers, negro, 
born in 1921, the youngest of six siblings. 
There was no known history of mental ill- 
ness in direct or collateral lines. The father 
is approximately twenty years older than the 
mother. Although the family’s economical 
situation was marginal, neither boy had ever 
been gainfully employed. 

The parents could not be interveiwed 
personally and the history was necessarily 
inadequate. Their mother reported that her 
pregnancy was normal; the birth a normal 
one and the boys’ early developmental his- 
tory uneventful. Both had the usual child- 
hood diseases at the same time and there 
were no serious adult illnesses. J. C. under- 
went a tonsillectomy at age sixteen and had 
an infection of a finger which left the digit 
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stiff and deformed, thus providing one of 
the two distinguishing features permitting 
identification of the brothers. The mother, 
an uneducated but devoted and_ sincere 
woman, considered their childhood average. 
They enjoyed playing with other children 
and were good natured and happy. They 
were friendly and dependable and caused no 
trouble. They started school at the age of 
eight and were promoted to the 11th grade 
at the end of the semester preceding their 
enlistment in the army. Their grades were 
identical and universally good, although the 
average for the second semester of the final 
school year was definitely below that of the 
first; an indication perhaps of the beginning 
of their overt psychosis. Their parents had 
noted no change or abnormal reactions in 
recent months. 

Another recruit from their home city, a 
school mate for several years, revealed that 
the twins had been odd for at least five years 
and very eccentric in their behavior for two 
years. They frequently could be seen mak- 
ing mysterious signs with their hands and 
our informant had heard them speak vaguely 
of their “powers.” They were rarely seen 
separated; although not at all anti-social 
they showed little interest in making friends. 
By the same token they made no enemies 
and were well liked in a passive way. It 
was common knowledge that the boys were 
mentally abnormal but the situation was ig- 
nored as they bothered no one. Both enlisted 
in the army for a one-year period June 16, 
1941. 

On arrival at Fort Bragg their behavior 
brought them to the attention of their offi- 
cers immediately. They persisted in talking 
in ranks, paid little heed to the instructions 
or orders of non-commissioned officers, and 
while being read the Articles of War by the 
battery commander repeatedly expectorated 
in an old can they had provided for the 
purpose. Their stay in the battery was 
climaxed by a mild panic reaction ending in 
their asking to be locked in the guard house 
for protection. The next morning they were 
admitted to the neuropsychiatric ward of 
the Station Hospital, seven days after arrival 
in camp. 

On admission J. D. showed definite evi- 
dence of a malignant psychosis. His atten- 
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tion could be gained, but answers were usu- 
ally circumstantial and showed scattering of 
thought. Although relevant, his replies were 
generally indirect. Emotional reactions were 
not in harmony with environmental stimuli. 
He recited several disquieting incidents 
which had occurred in camp. On one occa- 
sion he and his brother were sitting in a 
squad-room with a non-commissioned officer 
who was cleaning his gun. J. D. was con- 
vinced the sergeant meant to kill them, but 
was unable to do so as long as they kept 
their eyes on him. He also complained about 
the daily inspection for venereal infection, 
although his objections were not clear be- 
yond criticism of the lack of dignity in the 
procedure. On two occasions he awoke at 
night with a bad taste in his mouth, roused 
his brother, and both went to gargle, finding 
some ‘‘white stuff” in their mouths which he 
believes was semen. He also frequently 
found wet spots on his sheets which must 
have been the result of an emission. On the 
evening before admission he noted suspi- 
cious actions about the barracks. The other 
recruits were standing around in civilian 
clothes and were paying too much attention 
to him. No remarks were heard, but he was 
sure they were plotting something and sus- 
pected they were spies. He also noted flash- 
ing lights around the barracks and in the 
sky (search light drill) which he interpreted 
as being signals referring to him. He de- 
cided they should not enter the barracks and 
asked the sergeant of the guard to lock them 
in the guard house, where the officers car- 
ried guns and could furnish protection. On 
admission he produced no ideas of poison- 
ing, and denied any previous ideas of ref- 
erence or persecution. No _ hallucinations 
could be demonstrated at that time. He was 
approximately oriented for place and cor- 
rectly for time and person. Memory was 
satisfactory for events of the remote and 
recent past. His fund of school and general 
knowledge was consistent with his advan- 
tages. Insight into the abnormality of his 
ideas was entirely lacking and his judgment, 
both personal and abstract, was impaired. 
Physical examination and neurological ex- 
amination were essentially negative. Red 
blood count, white blood count, differential 
count and urinalysis were all within normal 
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limits, and blood Kahn test was negative. 
The clinical diagnosis was dementia precox, 
hebephrenic type. 

On admission J. C.’s mental picture was 
definitely more benign in character than 
that of J. D. He told of J. D.’s waking 
him at night to visit the latrine to void and 
rinse his mouth but the reason was not clear 
to him. His account of the gun incident was 
essentially the same as his brother’s. He was 
unable to explain his conduct on the night 
before admission, nor why he also requested 
confinement in the guard house except to 
say “J. D. told me to.” It was significant 
that during the original interview he spon- 
taneously remarked, “I never saw him act 
like that before,” but he would not definitely 
say that J. D.’s behavior was abnormal. 
Hallucinations were denied. There was less 
psychogenic interference with thought proc- 
esses. Sensorium was clear and he seemed to 
have some faint glimmering of insight. 
Physical and neurological examinations were 
essentially negative. Red blood count, white 
blood count, differential count and urinalysis 
were all within normal limits, and blood 
Kahn test was negative. The clinical diag- 
nosis was dementia precox, hebephrenic 
type. 

From the moment they entered the ward 
every movement and, apparently, every im- 
pulse were identical. When one removed his 
clothes, so did the other. When one stood 
rigidly at attention the second did likewise, 
and for the same length of time. It was 
impossible to separate them except by force, 
and although they were at times held in dif- 
ferent-parts of the ward, they maintained 
contact by means of shrill whistling. J. D. 
was more disturbed by such separation than 
was J. C. and was the one to initiate the 
whistling, to which J. C. merely replied. A 
question addressed to one twin was answered 
by both. Usually J. C. spoke a fraction of 
a second later than J. D., but the time inter- 
val was so short that to casual observation 
they seemed to speak the same words simul- 
taneously. Repeated “spot-inspection” usu- 
ally revealed identical trivia in their pockets. 
When presented before the medical staff 
they combed their hair at the same time, 
leaned on the table in exactly the same pos- 
ture, became agitated in the same manner 
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at the same moment; this mirroring of ac- 
tivity had so much the appearance of a care- 
fully-timed and well-rehearsed act that more 
than one medical officer felt that the brothers 
were malingering. 

It has been noted that when first seen, 
J. D. presented more malignant features 
than his brother, and appeared to be the 
dominant one (he was also the first-born of 
the pair). During most of their stay in the 
Station Hospital he continued to be the ag- 
gressor, ordering J. C. to silence or permit- 
ting him to speak; ordering various bizarre 
activities, which on one occasion included a 
concerted assault on the ward officer. J. C. 
obeyed these commands without hesitation 
or question. However, occasionally for a 
whole day at a time, J. C. would be the leader 
and J. D. would as unfalteringly follow him. 
This assumption of leadership by one or the 
other was not the result of any agreement, 
but depended on which “acted as if he had 
confidence in what he was doing.” 

Their psychosis showed clear progression 
during the period of hospitalization. Con- 
tact with reality became weaker, their con- 
duct was incongruous and it was impossible 
to maintain any rapport or to feel that their 
motivation was on a normal basis. Impul- 
sive overactivity and destructiveness were 
daily occurrences but they were easily con- 
trolled by orders from a commissioned off- 
cer or nurse. Inappropriate emotional reac- 
tions were frequent—fear, anger, and more 
and more often unmotivated hilarious laugh- 
ter. Their ideas became increasingly archaic. 
Their bathrobes possessed magical powers; 
each carried a piece of X-ray film to 
which they attributed special forces. They 
were convinced that J. D. had been “highly 
doped” through the medium of a poisoned 
banana. Both experienced auditory halluci- 
nations ; voices told them they were in dan- 
ger and were being poisoned. They spoke 
freely and often of waking at night with a 
white substance like semen in their mouths, 
and wet spots on the bed linen produced 
by the ejaculation of some unknown person. 
Whenever they were at all disturbed they 
would repeatedly forcefully expectorate on 
the floor and ignored orders to stop. Both 
arose at least once nightly to rinse their 
mouths. Genital tension also increased. On 
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two occasions they were discovered in the 
latrine, examining each other’s genitalia and 
could offer no relevant explanation. When 
mildly excited they frequently stripped them- 
selves and invariably emphasized their geni- 
tals and asked for an inspection for venereal 
disease. It was a rare interview (the boys 
were usually interviewed separately) that 
did not include more than one reference to 
urination, with or without connection to the 
subject under discussion. They frequently 
asked for the protection of officers (one in 
authority—? parent) with guns (phallic 
symbol?). Although there was a significant 
difference between the two brothers when 
first examined, this rapidly disappeared and 
there was nothing to choose between them 
when they were transferred to an army gen- 
eral hospital a month later. 


CoMMENT 


The case presented fulfills the require- 
ments for a diagnosis of folie 4 deux. (1) 
The illnesses showed resemblance to a re- 
markable degree. (2) The brothers had led 
rather isolated lives, insulated in recent years 
from the influence of more healthy per- 
sonalities. (3) One member developed his 
illness first and was the aggressor ; although 
essentially homosexual in his orientation he 
possessed a sufficient degree of authority 
(masculinity) to dominate. (4) The recip- 
ient was of a neurotic make-up and fertile 
ground for a psychosis. 

It has long been a matter of common be- 
lief that twins enjoy a close and mysterious 
bond denied to ordinary siblings, a bond bor- 
dering on the supernatural. Cases are re- 
ported, usually in the public press, of twins 
being stricken with acute appendicitis on the 
same day, or of twins going into labor on 
the same day. While it is usually safest to 
dismiss these as examples of reportorial 
exaggeration, it is more than possible that 
the expanding field of psychosomatic medi- 
cine will supply a more satisfactory explana- 
tion on a more logical basis. Certain it is 
that ‘‘conceived by absolutely identical ele- 
ments, and in absolutely identical conditions, 
undergoing absolutely identical influences 
during the entire period of gestation, twins 
are one degree more closely related to each 


other than ordinary brothers and sisters. 
There is undoubtedly a greater physical and 
mental affinity than in other members of the 
same family(7).” The twins whose case 
has been presented continued this identity 
through adolescence, shunning association 
with others to a considerable degree, but 
almost never out of each other’s company. 
Heredity, environment and training differed 
in only the most superficial details where 
these influences differed at all. Having the 
same mental and physical endowment, de- 
veloping the same introverted personality, 
experiencing the same desires, and checked 
by the same frustrations, there is no cause 
for surprise that they utilized the same 
means of satisfying instinctual drives and 
relieving autonomic tensions; nor that these 
unhealthy means of adjustment led them 
into an identical and almost simultaneous 
psychosis. 
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THE TREATMENT OF CHRONIC ALCOHOLISM ! 
By WALTER A. THOMPSON, M.D., Orancesurc, N. Y. 


The problem of the chronic alcoholic is 
a serious one, on which much effort has been 
expended in research; but no solution has 
been reached. Perhaps a definition of 
chronic alcoholism is in order, that we may 
have a common understanding of the prob- 
lem. Chronic alcoholism is the stage reached 
by the individual who has been consuming 
alcohol for years, in which he is no longer 
able to abstain from its use. There is a re- 
sulting loss of finer discrimination, of relia- 
bility and of independence. Alcohol be- 
comes uppermost in the thoughts to the ex- 
clusion of all others. The will to retain the 
social standards of the group disappears; 
prison and mental hospital incarceration oc- 
curs, the critical faculties and sense of shame 
are lost. Other abilities are usually re- 
tained although, with time, dependability of 
work habits disappears. 

Etiologically, chronic alcoholism has been 
considered by numerous investigators and 
many opinions expressed. The Adlerian 
school feels that it is due to an abnormal 
striving for superiority or self-preservation. 
Hart(1) considers it a flight from failure of 
instinctive urges, with the sexual abnormali- 
ties on a constitutional basis. Cowles(2) 
states that the drink habit is dependent on 
physical factors. Henderson and Gilles- 
pie(3) consider that dipsomaniacs are epi- 
leptics: Mott(4) thinks they inherit weak 
will-power. Clark(5), Dixon(6), Neff(7), 
Norman(8) and Read(g) relate alcoholism 
to a symptom of a neuropathic or psycho- 
pathic constitution. White(10) says they 
are hysterics and psychoneurotics ; Brill(11) 
that they are psychopaths, manic-depressives 
or epileptics and Abraham(12) that they 
have homosexuality on a Freudian basis, 
instinctive forces of the “id” being released 
from the “ego” and “super-ego,” and that 
there is oral fixation. Strong(13) claims: 
“the alcoholic has become fixed at the oral 
liquid stage of development” and asserts 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Virginia, May 5-9, 194I. 
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that this stage occurs when the infant is 
affected by ingestion of milk, which pro- 
duces a feeling of warmth and satisfaction, 
etc. Diethelm(14) says: “in chronic alco- 
holism we deal with a habit formation which 
is due to various personality difficulties.” 
Ashworth(15) states: “I have entertained 
the belief that the periodical alcoholic ac- 
cumulates a toxin which, when it reaches 
a certain concentration, demands excessive 
indulgence in alcohol.” Smalldon(16) noted 
that certain races are much more suscep- 
tible to alcohol than others, for instance, 
Irish and Slavs versus Jews, and considers 
it due to tolerance as a result of long alco- 
holic habits; that is, Jews drank from early 
history and have developed a tolerance; 
Irish, negroes, etc. have been using it but 
a few centuries. Strecker(17) considers 
that chronic alcoholism is a neurosis, found 
mostly in introverts. Damrau(18) says it 
occurs in neurotics and normals, the crav- 
ing arising from nervous irritability and 
anxiety. Lee(1g) claims it is an illness, not 
a vice, and that it is a manifestation of an 
allergy, as does Barnes(20), who adds that 
it is not a habit. Barnes also states there 
are certain definite physical symptoms, such 
as loss of appetite, insomnia, dry skin and 
hypermotor activity. Ellery(21) asks: “Is 
it toxic or is it a disturbance of metabolism ?” 
and claims it is an etiological or precipitat- 
ing factor. He names three types of drink- 
ers: (1) “They drink because it is the social 
custom; (2) periodic drinkers; and (3) 
habitual drinkers (chronic alcoholics).” 
Rees(22) claims “the essential causative 
factor is a habit of mind, an attitude towards 
life. There is no fundamental difference be- 
tween the psychology of the alcoholic and 
the drug addict.” He believes there are 
many physical conditions which lead to a 
breakdown, such as toxaemia due to fatigue, 
septic foci, endocrine failure and low blood 
pressure. Peabody(23) believes the behavior 
of the alcoholic is better explained as an ab- 
normal search for ego maximation—there is 
always some degree of inferiority feeling. 
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The drinker regresses to an infantile state of 
irresponsibility. Those who wrote Alcoholic 
Anonymous(24) (and the writers are ex- 
alcoholics) say: “those who do not recover 
are constitutionally incapable of being honest 
with themselves.” Meyer(25)) states: “it re- 
lieves tension, a product of social restric- 
tions.” Fleming and Tillotson(26) decided 
there is no one personality pattern or constel- 
lation of personality traits, 7. ¢., “no alcoholic 
type.” Henderson(27) claims that alcohol- 
ism is not only a medical affair but a social 
affair. Lewis(28) points out that alcoholic 
addiction is divided into three parts (1) Pre- 
disposing factors; (2) precipitating factors 
(extrinsic) ; and (3) complications. Under 
(1) he lists personality organization, allergic 
factors, biochemical deficiencies and cravings 
(physical). 

It can be seen that a number of opinions 
are expressed by the various authors, some 
of which are on a _ psychoanalytic basis, 
others on pure psychiatric thought and some 
from the social standpoint. The racial basis 
is considered as well as an organic and a 
constitutional foundation. Discussion of 
these concepts will be left until later in the 
paper. 

As may well be imagined, the treatment of 
chronic alcoholism is as varied as are the eti- 
ological concepts. Generally speaking, the 
treatment may be considered from two stand- 
points: (1) Of the particular attack, and 
(2) prophylaxis or of the cause. This paper 
is concerned with the latter only. Tay- 
lor(29) considers “that it is amenable to 
cure by psychiatric treatment.” Seliger (30) 
claims treatment of the ambulatory case 
should be objective, dispassionate and indi- 
vidual. He adds there must be a desire to 
abstain, that the apparent cause must be 
treated by psychotherapy. Bloomberg(31) 
and Cowles(2) used spinal drainage, as they 
found signs of cerebral edema. This they 
felt was due to increased pressure, a result 
of emotional difficulties, which, in turn, is 
the cause of drinking. Hackfield(33) ad- 
vocated paraldehyde when “tempted.” Yel- 
lowlees (34) claimed the underlying conflicts 
should be treated. Bousefield(35) substi- 
tuted physical treatment for the alcoholic 
euphoria and also gave colloidal gold solution 
plus a “psychological attack.” Knight(36) 


treated 20 chronic alcoholics psychoanalyti- 
cally and concluded the results were poor. 
Lemerre and Voegtlin(37) and Lemerre, 
Voegtlin and Broz(38) reported treating 
chronic alcoholism by a method of condi- 
tioned reflex with great success (64.3 total 
abstinence). In this treatment the patient is 
given, for from 3 to 7 days, liquor each day. 
Shortly afterward, a nauseant drug (eme- 
tine) was given hypodermically. The re- 
sult was a conditioned reflex with strong 
aversion to the sight, smell and taste of 
liquor. Reifenstein and Davidoff(39) used 
benzedrine with success. Henderson(40) 
advocates the sale of low-proof liquor to 
reduce the number of alcoholics. Towns(41) 
says: “there is only one successful method 
of removing the craving for drink—and this 
is by unpoisoning him—ridding his system 
of every trace of the toxic material stored 
up in the cells of his body.” He adds: “there 
are many who need a reasonable amount of 
physical and mental aftercare.” Park(42) 
used strychnine, gr. 1/60 b.i.d., colloidal 
gold, I cc, t.i.d. and calcium blycerophosphate, 
gr. II, once daily. Henderson(43) feels 
treatment should begin with complete with- 
drawal of liquor, followed by psychological 
treatment. Howard and Hurdum(44) claim, 
in a report on alcoholism as treated at Bing- 
hamton State Hospital, “the treatment con- 
sisted of positive aid and comfort, confid- 
ing appeals to his reason, affections and his 
aspirations, to restore him to himself, his 
family and society.” Fleming(45) points 
out methods of treatment in European coun- 
tries. In Vienna (before Hitler) there were 
extramural abstinence clubs and follow-up 
contacts, with 35 per cent cures. In Eng- 
land there were certain restrictions in sales 
hours. In Sweden liquor is sold by the 
state, there is education in schools and spe- 
cial alcoholic institutions, together with spe- 
cial boards, non-medical in type. In Ger- 
many surgical sterilization is resorted to in 
intractable cases and in Switzerland they 
treat alcoholics much as in Sweden, except 
there is a definite hospital period. Fleming 
himself considers there are three methods of 
attack: (1) Keep man away from alcohol; 
(2) keep alcohol out of reach of man; and 
(3) modify the man. Stevenson(46) states: 
“any treatrvent neglecting the personality 
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and psychological factors—is unlikely to 
have a large percentage of cures. Rapport 
is necessary between the alcoholic and physi- 
cian.” He thinks there is no use treating psy- 
chopaths, mental defectives or manic-depres- 
sives, or those who don’t want to get well. 
Diethelm(14) says: “the therapeutic goal is 
complete abstinence—the condition is an ill- 
ness requiring medical treatment. Treat the 
personality with analysis and habit training.” 
Philton and Alderson(47) treated alcoholics 
with intravenous glucose, as they noted that 
after sugar, alcohol is not wanted as it had 
been in previous attacks. Peabody(23) used 
analysis, routine living, hobbies, exercise and 
thought control. Silkworth(49) impressed 
upon his patients that alcoholism was physi- 
cal, not mental. A negative aspect was that 
of Tucker(48) who, noting that alcoholics 
rarely drank cocktails (1.e., sweetened 
drinks) concluded that the relation between 
alcohol and sugar was not very close, there- 
fore argued that sugar as treatment was of 
little use. 

During the past three years there have 
been admitted to the Rockland State Hos- 
pital 250 patients diagnosed as one type or 
another of chronic alcoholism. Treatment 
consisted primarily of complete abstinence, 
attention to physical health and well-being, 
psychotherapy and occupational therapy. 
Hospitalization extended from six months 
to one year in most cases. Two years ago 
Yochelson(50) treated a number with group 
analysis. Then, since September 1939, all 
patients desiring to have adopted the philos- 
ophy of Alcoholic Anonymous(24). Be- 
fore making a study of this movement, it 
may be well to look at some statistics of my 
group. 

Of the 250 patients admitted, 201 or 80.4 
per cent were males, 49 or 19.6 per cent were 
females, a ratio of 4 males to one female. 

Table I indicates the age on admission to 
the hospital. 

It is apparent that nearly two-thirds of the 
admissions occurred between the third and 
fifth decades. 

Table II indicates the estimated age at 
the onset of alcoholism. 

The onset occurred most frequently be- 
tween the ages of 20 and 35 years. How- 
ever, it is frequently difficult to obtain ac- 
curate information on this particular point. 


[May 


Table III classifies them according to the 
number of years of alcoholism. 

Table IV arranges them according to race. 
“Mixed” race are those born in the United 
States. 

It is impossible to correct the racial sta- 
tistics, as at Rockland we do not record ad- 
missions by race. However, there are, for 
instance, many more Jews than Irish. There- 
fore, the percentage of Irish would be ele- 
vated, that of Jews decreased. In like man- 


TABLE I 
No. of 
Age patients Percentage 
20-30 years ......... 14 5.6 
30-40 Years 78 31.2 
40-50 years ......... 82 32.8 
50-00 years ......... 50 20.0 
Over 60 years....... 26 10.4 
250 100.0 
TABLE II 
No. of 
Age patients Percentage 
15-20 years ......... 37 14.8 
FOOTE 55 22.0 
VORES 43 17.2 
35-40 VOATS 30 14.4 
40-45 years ......... 18 7.2 
Over 45 years....... II 4.4 
TABLE III 
No. of No. of 
years patients Percentage 
27 10.8 
TO-I5 Years 64 25.6 
4I 16.4 
20-30 years ......... 47 18.8 
Over 30 years....... 32 12.8 
dads 250 100.0 


ner, negroes would be elevated to near the 
top of the list. 

Table V indicates the type of drinker. 

This may be of little significance, as it 
was noted that frequently periodic drinkers, 
after many years of this habit, became steady 
drinkers. 

Table VI indicates the presence of alco- 
holic or psychopathic relatives, or both. 

The majority are without alcoholic or 
psychopathic relatives. Included under psy- 
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chopathic were only relatives actually ad- 
mitted to state hospitals. 
Table VII indicates the civil status. 


TABLE IV 
No. of 
Race patients Percentage 

54 21.6 
Scandinavian ....... 3 ra 


Swedish, French Ca- 
nadian, French, Fin- 
nish, Hungarian, 


Lithuanian ....... teach (0.4%) 2.4 
TABLE V 
No. of 
patients Percentage 
Periodic drinkers ... 103 41.2 
Steady drinkers .... 147 58.8 
250 100.0 
TABLE VI 
No. of 
patients Percentage 
With alcololic 
With psychopathic 
35 14.0 
WHE DOR 13 5.2 
Without either ..... 134 53.6 
TABLE VII 
No. of 
patients Percentage 
we 56 22.4 
63 25.2 
22 8.8 
9 3.6 
250 100.0 


These figures do not appear to be much 
different from those of the general popula- 
tion. One could expect to find a greater per- 
centage of divorced and separated among 


alcoholics than in the general population, 
however, 

Table VIII classifies them as to whether 
the period between hospitalization was usu- 
ally long or short. 

This is a purely arbitrary classification. 
Under the “short” group were those who re- 
turned to the hospital within a few weeks 
or months; under “long,” cases in which 
years intervened between hospitalizations. 

Table IX indicates the number of times 
each patient was admitted to the hospital. 


TABLE VIII 


No. of 
patients Percentage 
Long period ........ 23 9.2 
Short period ....... 153 61.2 
First admissions .... 74 29.6 
TABLE IX 
No. of No. of 
admissions patients Percentage 
TABLE X 
No. of 
Personality patients Percentage 
86 34.4 
110 44.0 
Depressive ......... 12 48 
250 100.0 


Nearly 80 per cent were in the group of 
I to § admissions. 

Table X classified the patients according 
to personality make-up. 

Here again the divisions are arbitrary, 
and the personality make-up was taken from 
the clinical record in most cases. Nearly 
half were of the sociable, out-going, extro- 
vert type. 

Of those admitted to the hospital since 
November 1939, 72 desired and requested 
membership in the Alcoholic Anonymous 
group. This is a small portion of those ad- 
mitted during that period, but only those de- 
sirous of being cured are eligible for the 
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group. It may be well to explain what this 
group movement is, and to indicate how our 
patients become associated with it, and to 
indicate further what may be expected 
from it. 

In 1939 there appeared a book entitled: 
“Alcoholic Anonymous(24), purporting to 
be written by recovered chronic alcoholics. 
In this book the authors outlined (for it was 
an anonymous, joint effort) a psychology or 
philosophy of alcoholism from the stand- 
point of the drinker, as well as a means to 
rid the self of the habit or disease. Experi- 
ences of recovered alcoholics were included. 
Their statements will be of interest, for here 
the patient speaks out. I will quote verbatim 
some of their observations and conceptions. 
They say: “the body of the alcoholic is 
quite as abnormal as the mind” and “‘it did 
not satisfy us to be told that we could not 
control our drinking because we were mal- 
adjusted to life, in full flight from reality, 
or were outright mental defectives.” Fur- 
ther: “We believe—that the action of al- 
cohol—is a manifestation of an allergy 
we can never safely use alcohol in any form.” 
“Frothy emotional appeal seldom suffices.” 
Speaking of the pre-drinking period, they 
say: “They are restless, irritable and discon- 
tented unless they can again experience the 
sense of ease and comfort which comes at 
once by taking a few drinks—drinks which 
they see others taking with impunity.” “It 
is not a problem of mental control alone.” 
Speaking of their method it is claimed that 
“the ex-alcoholic who has found this solution 
—can generally win the entire confidence of 
another alcoholic in a few hours.” They 
state: “there is no middle-of-the-road posi- 
tion,” that “most are unwilling to admit 
that they are alcoholic,’ and further that 
“the delusion that we are like other people, 
or presently may be, has to be smashed.” 
Again of their method they say: “it is 
growth along spiritual lines—we have been— 
spiritually sick too.” They feel that “the 
role of the psychiatrist is counsellor and 
helpmate, not only to the drinker but to the 
near relatives.” “Interpretation of neurotic 
traits is not necessary and sometimes is 
harmful.” ‘We alcoholics are sensitive 
people.” 

As methods alcoholics have themselves 


used to control drinking they list: (1) Drink 
beer only; (2) limit the number of drinks; 
(3) never drink alone; (4) drink only at 
home; (5) never have liquor in the house; 
(6) drink only at parties; (7) no drinking 
in business hours; (8) switch from one kind 
of liquor to another; (9) take a trip; (10) 
don’t take a trip, etc. All of these plans are 
readily seen as rationalizations and were 
found unsuccessful. 

It was after coming to the conclusion that 
a power greater than the self was necessary 
for cure, that the pioneers laid down 12 steps 
that were to be followed in this “new” ap- 
proach to an old problem. They are as 
follows: 


1. We admitted we were powerless over 
alcohol-that our lives had become 
unmanageable. 

Came to believe that a Power greater 
than ourselves could restore us to 
sanity. 

3. Made a decision to turn our will and our 
lives over to the care of God as we 
understood Him. 

4. Made a searching and fearless moral 
inventory of ourselves. 

5. Admitted to God, to ourselves, and to 
another human being the exact na- 
ture of our wrongs. 

6. Were entirely ready to have God re- 

move all defects of character. 

Humbly asked Him to remove our 
shortcomings. 

8. Made a list of all persons we had 
harmed, and became willing to make 
amends to them all. 

g. Made direct amends to such people 
wherever possible, except when to 
do so would injure them or others. 

10. Continued to take personal inventory 
and when we were wrong promptly 
admitted it. 

11. Sought through prayer and mediation 
to improve our conscious contact with 
God as we understood Him, praying 
only for knowledge of His will for 
us and the power to carry that out. 

12. Having had a spiritual experience as the 
result of these steps, we tried to carry 
this message to alcoholics, and to 
practice these principals in all our 
affairs. 
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This is truly a formidable doctrine for 
the ordinary individual to follow, but they 
feel that if one is willing to follow these 
tenets honestly, the diseased habit can be 
broken. Their conception of the “greater 
power” is liberal and not put into words 
ordinarily, for the specific reason that all 
religious faiths can be embraced and because 
many alcoholics would abhor direct thought 
or expression of God. Nevertheless, it has 
to be acknowledged. Religion becomes 
rather tabooed by alcoholics, and to have 
it in plain language would deter many from 
accepting this method. Therefore the alco- 
holic is told not to put his faith in God, or 
the Virgin Mary, etc., but merely to con- 
ceive that there is someone stronger than 
himself, who will help him if he will help 
himself. 

The men (and women) work together, 
each helping the other over trying periods, 
perhaps aiding in getting work, or getting 
relatives interested in the recovery. It is im- 
portant that help be given the patient by the 
closer relatives, if not of positive type, at 
least negative by not discouraging him, or 
feeling hopeless about “just another excuse 
at getting well.” The wives are encouraged 
to attend meetings that are held, in New 
York City, at a club house. Meetings are 
held three times weekly, one of which is 
termed “open” to which others than alco- 
holics are invited. The house is open until 
midnight each day in order that an alcoholic 
can turn there for light recreation, reading, 
social contacts, a place to get warm or to rest. 
A recovered alcoholic superintends the house, 
and having been an alcoholic, knows what 
the problems of an alcoholic are, therefore 
is sympathetic and understanding. It may 
be mentioned here that all services of the 
officers, etc. are given without remuneration, 
despite the fact that it takes a considerable 
amount of time on their part. There are no 
dues, a collection being made at each meeting 
to defray expenses. The proceeds of the 
sales of the book are turned over to the 
officers, none of it accruing to the authors. 
It is a cooperative effort, run for the bene- 
fit of alcoholics who have a sincere desire 
to get well. The idea may sound idealistic, 
but one needs to attend but one meeting to 


know that it is based on sound principals and 
is matter-of-fact. 

While still in Rockland an alcoholic pa- 
tient is given opportunity to learn about the 
movement. No attempt is made to have him 
join, or “sign up,” as the desire for the 
benefits has to come from the patient. When 
he has expressed a wish to become interested 
in it, he is taken to a Sunday night meeting 
at the New York Club House, at the same 
time being given a copy of Alcoholic Anony- 
mous to read. Each week a group of patients 
is taken in a hospital car to the Sunday meet- 
ing, so that contacts are made between the 
patients and recovered alcoholics in the 
group and outside of the hospital. Of course 
the New York group includes alcoholics 
from many hospitals, private and otherwise, 
so that our patients associate with men and 
women from all walks of life. A cosmopoli- 
tan group results. When the time comes for 
the release of our patient, a hospital social 
worker aids him in getting established, as 
many are separated from their wives, need 
work, a home or some other social help. 
Our male patients have established a volun- 
tary group who live together in several room- 
ing houses. These are much like a fraternity 
house in that all the rooms are taken by mem- 
bers of A.A. Our social worker, upon re* 
lease of the patient, arranges for Depart- 
ment of Public Welfare aid if necessary, 
refers the patient for work, etc., and in 
general eliminates as much as is possible 
factors which ordinarily would result in 
drinking if left unattended. A close rela- 
tionship springs up between patients on 
parole from the hospital and those who, still 
in the hospital, attend the meetings and even- 
tually will leave the hospital. The already- 
paroled patient may help the newcomer to 
find work or look after him so that there 
is less chance of taking the first drink. 
Often the man who has been on parole will 
discuss problems of the newly arrived alco- 
holic with the social worker or physician 
when the latter does not feel free to do so. 
In this way further aid is given. 

Frequently, when first released from the 
hospital, a man will drink, return to the 
hospital and later be paroled again. It would 
appear that some patients find it difficult 
to adjust to life without alcohol at first, no 
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matter what help is given. Usually, how- 
ever, after one or two such episodes, his 
adjustment works out and the patient be- 
comes a total abstainer under the above plan. 
When possible, the men attend all the meet- 
ings held at the club house, and though this 
would appear to be quite time consuming, 
those who adjust well usually attend regu- 
larly. Some men join the group merely to 
get out of the hospital to get drunk, but this 
type of individual will be weeded out with 
more experience. At times, when one of 
the men in the Rockland group starts drink- 
ing, the others take a hand and help work 
out his problem. 

At the meetings held in the club house, 
the men discuss their drinking and other 
problems, and those who have not had con- 
fidence in themselves often gain it in this 
manner. Such discussions are held only in 
the closed meetings. The meeting is turned 
over to a different man each night, and as 
they are all alcoholics, he feels less insecure 
than if talking to those who he thinks do not 
understand his problem. 

What have been the results with Alcoholic 
Anonymous? In the history of the move- 
ment, the leaders maintain that if anyone 
desired to be free of the habit, or disease, 
results were bound to be perfect. The cases 
quoted in the book indicate this. In the 
group of Rockland patients so treated, 41 
or 56.9 per cent made an excellent adjust- 
ment, remaining totally free of alcoholism. 
Twelve returned to the hospital (16.6 per 
cent). The remainder, 19 or 26.5 per cent, 
are still on parole. Among those who ad- 
justed were some whose previous history 
indicated that there was little chance of a 
good prognosis. For instance, T. M., who 
had five recent admissions to the hospital, 
has remained out of the hospital for over a 
year and made an excellent adjustment. 
J. S., who had three admissions recently, 
also has adjusted extremely well and re- 
mained a total abstainer. The former is of 
sociable, pleasant disposition, Irish, married 
and was a steady drinker. The latter is of 
depressive makeup, Hebrew, divorced and a 
steady drinker. In contrast is F. M., who did 
not adjust. He was of sociable makeup, 
Irish, separated and a steady drinker. 

In evaluating Alcoholic Anonymous, it 
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must be remembered that only those desiring 
to get well can be treated. This automatically 
eliminates a large number of alcoholics. 
There are several features which will limit 
its use still further, particularly religion. 
Although it is not a prominent part of the 
movement, it is important and some alco- 
holics find it hard to accept, even before 
knowing what it is all about. Another factor 
is that for a successful conclusion it would 
appear necessary that one remain in con- 
tact with the group, although with time it 
may be shown that ability to be an abstainer 
will persist without contact. Again, the fact 
that “alcohol” is uppermost in a good deal 
of the conversation, may render a successful 
conclusion more difficult. More time is re- 
quired to determine this point. We consider 
that for many who are making a good ad- 
justment, the prognosis ordinarily would 
have been hopeless. The movement seems 
an important addition to the treatment of 
chronic alcoholism and should be utilized 
whenever and wherever possible. 

It will be practicable now to discuss the 
writer’s views of the etiology of chronic al- 
coholism and present some views as to points 
of departure for future studies of the 
problem. 

In making a study of chronic alcoholism 
and the chronic alcoholic, the following ob- 
servations have been made. When having 
a period of drinking, the alcoholic is always 
very conscious of the presence of any liquor 
that may be in the near vicinity. He knows 
how many drinks have been left in a bottle 
since his last episode. He recalls the half- 
bottle hidden behind the boxes in the closet 
and can picture exactly how full (or empty) 
it is. He goes unerringly to it when in need. 
Often to get a drink he will promise that 
that is all he will ask for, only to rationalize 
a few minutes later to obtain more liquor. 
The alcoholic does not care if his companion 
(providing there is one) drinks or not; he 
does not consider him a milk-sop if he drinks 
coca-cola. He is concerned only with himself 
and his own satisfaction. At first under ten- 
sion and nervous, these symptoms subside 
after the first few drinks, to be replaced with 
a feeling of well-being, confidence and 
power, power that usually means the ability 
to withstand the expected excess. The drink- 
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ing is most commonly of undiluted or 
straight liquor, more rarely beer or cocktails. 
There follows furthe: drinking that leads 
to the drunken, alcoholic state, with loss of 
inhibitions and freedom of speech and ac- 
tions, and often loss of morality. At this 
time liquor is usually consumed by the bottle- 
ful. Food is neglected, the personal func- 
tions are in abeyance, no heed is given to 
clothing, the home or family. 

Once in a hospital, the chronic alcoholic 
passes through several phases. At first he is 
remorseful. His physical health is commonly 
poor. With treatment he improves, feels 
better, develops a feeling of self-respect, 
then feels certain that he can control himself 
in the future. After a few weeks he be- 
comes restless and if discharged at this time 
would rapidly succumb again. With several 
more weeks in the hospital he again becomes 
more stable and contented, makes good reso- 
lutions but is not boisterous about his ideas. 
Later he again gets restless to leave the hos- 
pital, feeling that he is wasting time and 
could be making a livelihood. He makes fre- 
quent requests to leave. By this time, 6 to 
12 months after admission, he has adjusted 
well and appears able to take care of himself. 
On leaving the hospital he adjusts until some 
exciting factor starts the proceedings all 
over again. There occurs the first drink, 
which is like the proverbial spark to the bar- 
rel of gunpowder. 

Just why does one drink, and how does 
one become an alcoholic? The majority of 
people drink—it is a social custom, coun- 
tenanced rather than frowned upon. Most 
individuals take a few drinks, develop a feel- 
ing a buoyancy or more rarely depression 
and sadness, but stop at this point, perhaps 
feeling sick in the stomach, or having a 
“large head,” or becoming semi-stuporous. 
Here the episode ends, with remorse the next 
day and the thought “never again.’ Most 
individuals do this every now and then, but 
cannot tolerate it often. The confirmed al- 
coholic, however, imbibes much more liquor 
in the same space of time. He takes double 
portions or drinks straight from the bottle, 
always in much greater quantities than the 
social drinker. After a time instead of stop- 
ping as he becomes stuporous, he drinks 
more and more. 
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The writer feels that alcoholism is not an 
allergic manifestation as has been previ- 
ously expressed(40)(41). Superficially an 
alcoholic may appear allergic to it, if allergy 
means an inability to drink large quantities 
and not get drunk, but allergy means the in- 
ability to come into contact with even in- 
finitesimal amounts of an allergin. An indi- 
vidual allergic to a substance repels it. I 
believe that alcohol cannot be considered an 
allergin; an alcoholic is not hypersensitive 
to alcohol. The only hypersusceptibility ap- 
pears to be in desire and is not due to hyper- 
sensitive tissues. 

The alcoholic withstands the usual amount 
of liquor that the social drinker imbibes; 
his difficulty is to stop at this point. There 
would appear to be a compulsion to drink, 
one drink leading to another. Once the first 
drink has been taken, he appears, unable to 
stop. At the same time this is not all there 
is to the problem, as at times alcoholics can 
drink without going on to the usual bout. 
It is usually when the feeling of tension and 
anxiety has appeared that drinking is a ne- 
cessity. Steady drinkers, however, do not 
have this feeling of tension and anxiety, but 
rather have a feeling of irresponsibility. 
By this I mean a conscious feeling of irre- 
sponsibility. In the periodic drinker with 
tension and anxiety there is an increasing 
demand for liquor, just as in a diabetic there 
is demand for water, in a starving man, for 
food. 

The fact that periodic drinkers are tense 
and nervous until they drink, whereas steady 
drinkers are not, may indicate a difference 
in etiology between the two groups. Peri- 
odic drinkers are much like drug addicts 
and I believe their tension and nervousness 
is not a manifestation of an underlying con- 
flict, i.e., an unconscious conflict, but is 
rather a conscious symptom, relieved by the 
imbibing of alcohol. The alcohol relieves 
these symptoms immediately because they 
are conscious and not due to inner conflicts. 
It does not seem logical that unconscious 
symptoms would come and go so readily. 
Moreover, an apparent successful treatment 
of chronic alcoholism is that of willpower. 
It may appear that the need of alcohol is a 
compulsive phenomenon but actually I feel 
it is desire. 
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Myerson(51) claims “that social tradi- 
tion and social pressures are all important 
factors in the genesis—in addition to what- 
ever personal difficulty and personal dis- 
ability harasses the individual.” He in- 
dicates how Jews are free from the habit 
and claims “that one reason there are few 
female alcoholics is because of the social 
ostracism of it,” just as in the Jewish race 
there has been and is. My statistics bear 
this contention out. There were 19.0 per 
cent females in my group, although over 
half of the hospital population are females, 
and only 2.8 per cent were Jews, with prob- 
ably half the population in this race class. 
Moreover, the 7 Jewish alcoholics were all 
born in this country, there being none for- 
eign born. It may be asked, can the alcoholic 
really prevent himself from becoming an 
alcoholic? The above facts would indicate 
that it is possible, and if so the habit must 
be on a conscious basis or level. For in- 
stance, if the Jew can restrict himself be- 
cause it is taboo in the race, it certainly is 
by conscious effort. Myerson points out 
that it will be interesting in future years to 
see if the incidence increases in the Jewish 
race as they become Americanized. The fact 
that our 7 cases were all American-born may 
point in this direction. 

There is no doubt that race is of great 
importance in the habit. Of the 250 cases 
studied, there were 96 or 38.4 per cent 
Irish-born. About 50 per cent of the mixed 
group were of Irish parentage, so that prob- 
ably 50 per cent of all alcoholic admissions 
to Rockland State Hospital were actually 
born in Ireland or had Irish parents. One 
might say here is something that should be 
studied, a point of departure for investigat- 
ing the problem of alcoholism. There must 
be some particular vulnerability of the Irish 
race to alcohol that on the surface may ap- 
pear due to their easy-going, sociable nature. 
At the same time it must be pointed out 
that 86 or 34.4 per cent of my group were 
of the introvert makeup, a fact that may 
negative the latter statement. The writer 
is of the opinion that lack of social respon- 
sibility (see Rees(22)) has a great deal 
to do with alcoholism, and this particular 
trait in the Irish may be one open to argu- 
ment. Myerson pointed out above that the 


Jewish race, who are very clannish and have 
a high degree of social responsibility to the 
clan, are comparatively free from alcoholism. 

A point that may support the lack of 
social responsibility as a cause is the num- 
ber of negroes in my group. The percentage 
of negroes in the hospital is small, yet of 
the 250 alcoholics, 41 were negroes. Super- 
ficially it may be said that many negroes 
have little social responsibility. This is al- 
most certain for those living in New York 
City, whence our patients come. 

In contradiction to race being an impor- 
tant factor and social responsibility being a 
matter of concern, is the case of the Ameri- 
can Indian. It seems a well-known fact that 
they show little tolerance for alcohol. Cor- 
respondence with the office of Indian Af- 
fairs, U. S. Department of the Interior, dis- 
closes that there are no statistics on the in- 
cidence of chronic alcoholism in this race. 
J. G. Townsend, the Director of Health, 
states however: “it is a generally accepted 
fact that the Indian as a race appears to 
have very little tolerance for alcohol but at 
the same time manifests a considerable de- 
sire for its consumption (allergy of desire). 
As would be expected, one finds more alco- 
holism among Indians living in so-called 
population centres than those on far removed 
reservations.” 

In the writer’s opinion Indians, although 
susceptible to alcohol, rarely develop chronic 
alcoholism. Therefore it would appear that 
Indian alcoholism superficially supports the 
racial theory at least in a negative way, be- 
cause here is a pure race with little chronic 
alcoholism. 

Consideration of the treatment of chronic 
alcoholism as previously noted should be 
made from two standpoints. First, of the 
particular attack, and secondly of the habit 
or disease itself. The former is an important 
consideration but the latter should be the 
focal point of all research. One should at- 
tempt to determine why or in what way an 
alcoholic drinks excessively. Is it a habit, 
social or otherwise, or is it due to diseased 
tissues or organs? I feel that it is a habit, 
a diseased habit, much as is morphinism and 
other drug habits (see Rees above), but 
much more common because: (1) Alcohol 
is more easily obtained; (2) it is socially 
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acceptable ; and (3) it is easier to use. Alex- 
ander(52) points out the cerebral pathology 
in chronic alcoholism as cortical hyperaemia, 
edema, central and peripheral neuronitis with 
swelling of the ganglion cells, small foci of 
degeneration, subacute necrosis of the par- 
enchyma and vascular changes. Could 
chronic alcoholism be like neurosyphilis, the 
tertiary or end stage of a disease process, 
the latter due to cerebral cellular changes 
caused by the spirochete, the former to 
alcohol ? 

If it is a habit, the treatment will have 
to be prophylactic, this being particularly 
so if it is a habit of social indifference and 
irresponsibility. I would therefore agree 
with Diethelm(14) that habit training would 
be necessary. Further treatment, once the 
condition has developed, might be along the 
lines of Lemerre and Voegtlin, and Lemerre, 
Voegtlin and Broz(37, 38), that is, a con- 
ditioned reflex treatment. 

As prophylaxis seems practically impos- 
sible, Fleming’s(45) point of “keeping al- 
cohol out of reach of the man” may be taken. 
This could best be done by the sale of low- 
proof liquor (see Henderson(40) ), or keep- 
ing man away from alcohol (Fleming(45) ) 
by prohibition of its sale, or restricted sale 
may reduce the number of alcoholics. 

Henderson(40) claims that the stronger 
a nation’s drinks, the more abundant its an- 
nual crop of alcoholics. He feels that alco- 
holism is due to the habit of drinking high- 
proof alcohol. My statistics do not confirm 
this. Those in the “mixed” group were 54 
or 21.6 per cent and they are used to high- 
proof liquor. The Scotch drink hard liquor, 
Italy is a wine-drinking nation, Germany a 
beer and wine-drinking nation, yet in my 
group the Scotch form 0.8 per cent, the 
Italians 16.0 per cent and the Germans 8.0 
per cent. However, I believe that discrep- 
ancy is due to: (1) Uncorrected racial sta- 
tistics and (2) possible change of drinking 
habits in the U. S. A. as compared to that 
of the home country. 

In concluding this discussion, I feel that 
the treatment of the individual attack is or 
should be in the background and that re- 
search should be directed towards the pri- 
mary cause. As has been previously ex- 
pressed, controlled drinking of low-proof al- 


cohol may help, but special attention to cer- 
tain races such as the Irish and Negro is 
very important. Studies in this direction may 
aid in determining if there is an exact cause 
which can be treated successfully. I again 
suggest that chronic alcoholism is on a con- 
scious basis, at least in a large proportion 
of cases, and is not due to unconscious 
conflicts. Alcoholic Anonymous is recom- 
mended as a method of treating certain 
cases of chronic alcoholism. 
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POSTURAL REACTIONS TO VESTIBULAR STIMULATION IN 
SCHIZOPHRENIC AND NORMAL SUBJECTS * 


By ANDRAS ANGYAL, M.D., ann MAX A. SHERMAN, M.D. 


Worcester, Mass. 


Several reports have appeared in the lit- 
erature claiming that the vestibular reactiv- 
ity in schizophrenic patients is diminished 
(1, 2, 3, 4,). Recently Angyal and Black- 
man investigated this problem systematically 
and found that the nystagmic response to 
caloric stimulation and to rotation is mark- 
edly less in schizophrenic patients than it 
is in a group of unselected non-psychotic 
persons(5). A second study by Angyal 
and Blackman(6) made it appear even more 
likely that the vestibular functions in schizo- 
phrenic patients are grossly defective. It 
was found, namely, that the reaction of the 
schizophrenic patients under the influence of 
certain chemical agents, such as alcohol, 
CO, inhalation and decreased CO, tension, 
was not only quantitatively different from, 
but frequently the reverse of the reac- 
tion of non-psychotic subjects (“paradoxical 
reaction”’ ). 

The present investigation was undertaken 
in order to amplify the information about 
the differences of vestibular function in 
schizophrenic and in normal subjects. The 
postural reaction was chosen as an indicator 
of vestibular reactivity. This involves neural 
pathways and effectors which differ in part 
from those involved in the nystagmic re- 
action. In the case of vestibular nystagmus, 
the neural excitation spreads from the ves- 
tibular nuclei to the oculo-motor centers, 
and hence to the external muscles of the 
eye. In the case of postural reaction, on the 
other hand, the excitation spreads from the 
vestibular nuclei down the vestibulo-spinal 
tract to the anterior horn cells, and from 
there to the muscles of the skeleton, with 
resulting changes in muscle tonus. It was 
felt that by using the postural reaction as 
an indicator one would have, on the one 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Virginia, May 5-9, 1941. 

From the Research Service of the Worcester 
State Hospital, Worcester, Massachusetts. 


hand, a check of the validity of the previous 
findings, and on the other hand, light from 
a new angle thrown upon the decreased 


vestibular reaction of the schizophrenic 
patient. 
METHOD 
Twenty unselected male schizophrenic 


subjects with an average duration of hos- 
pitalization of 74 years, and 20 healthy male 
persons served as subjects in these experi- 
ments. After an exploration of the various 
possibilities for the measurement of postural 
reaction, the following method was selected. 

The subject stood in the center of a circle 
of one-foot radius which was painted on the 
floor of the experimental room, which mea- 
sured 12 x 17 feet. The subject was blind- 
folded and instructed to mark time stepping 
up and down in the same place. 

The first task was to determine to what 
degree the subject is able to maintain the 
same position without any vestibular stimu- 
lation. These measurements will be referred 
to in this paper as “basal” readings. In each 
experimental session, the subject was al- 
lowed to mark time for one period of 3 
minutes, and for two periods of I minute 
each. The subject’s position was marked on 
the floor every 30 seconds, and measured at 
the end of the trial. Thus, in each experi- 
mental session, 10 basal readings were ob- 
tained. As will be shown in discussing the 
results, no subject was able to maintain ex- 
actly his original position. Some subjects 
turned fairly consistently to the left, others 
to the right, the amount of turning being 
often very considerable. 

After the basal readings were obtained, 
a pause of about 5 minutes was interposed, 
after which the stimulus was administered. 
This consisted of the injection of 10 cc. of 
water over a period of 10 seconds into the 
ear. The temperature of the water in two 
experimental sessions was 25° centigrade, in 
two other experiments, 28° centigrade. The 
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apparatus used consisted of a large thermos 
jug, to the spout of which a rubber tube was 
attached. The volume of flow per unit time 
was regulated and kept constant by a clamp 
applied to the rubber tube. Into the free 
end of the tube a glass nozzle was inserted, 
to which an ordinary ear speculum was 
attached. 

A routine otoscopic inspection was made 
before each stimulation. The stimulus was 
administered to the ear opposite the side 
toward which the subject showed a basal 
turning tendency. This was done in order 
to avoid confusion between the turning re- 
sulting from vestibular stimulation and the 
turning due merely to the basal trend of the 
subject. After the stimulation the subject 
was placed again in the center of the circle 
and blindfolded. Sixty seconds from the 
beginning of stimulation, the signal was 
given to start marking time. The subject’s 
position was marked and measured every 30 
seconds in the same way as was done on 
the basal readings. Besides the objective 
measurement of shifts in space, observational 
notes were kept in which the degree of 
swaying, and general features of the sub- 
ject’s behavior, as well as the verbal reports 
of the subjective experiences were recorded. 
The interval between experiments in each 
case was at least one, but usually several 
days. 


RESULTS 


1. Basal Determinations—Every subject 
in both the normal control group and the 
patient group shifted his position during the 
basal trials. Various amounts of rotation, 
usually combined with a forward progres- 
sion, seldom with slight backward _ shifts, 
occurred. The forward progression is often 
very marked, sometimes exceeding 4 feet 
for every 30 seconds. The various subjects 
differed greatly from each other in this 
respect. We found it also rather surprising 
that in spite of very marked changes of posi- 
tion, the subjects always had the subjective 
conviction that they did not move away at 
all from the center of the circle. Although 
the forward progression and the illusion of 
unchanged position may have considerable 
significance in another connection, they are 
not directly related to the vestibular phe- 
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nomena, and therefore will not be considered 
in this paper. We are interested here only 
in the angular shifts—that is, in the rota- 
tion about the vertical axis of the body. 
The basal rotation of the patients and of 
the control subjects as groups is fairly com- 
parable, although the normal subjects tend 
to be somewhat more consistent. The con- 
trol subjects as a group show a mean basal 
rotation of 31° for each 30-second inter- 
val, with a standard deviation of 29°, and the 
patients show a mean rotation of 20°, with 
a standard deviation of 28°. In the ma- 
jority of cases there was no difficulty in 
deciding whether the subject had a right 
or a left basal trend. These trends are pos- 
sibly manifestations of the usual predomi- 
nance of one or the other side of the body. 


SIMPLE PATTERNS OF REACTION TO VESTIBULAR STIMULATION 


~- BEFORE STIMULATION (BASAL) 
AFTER STIMULATION 


Penny 
A B 


Fic. I 


2. The Results of Vestibular Stimula- 
tion.—The least complicated forms of the 
reactions to vestibular stimulation are rep- 
resented schematically in Fig. 1A and 1B. 
The basal reactions are marked with a broken 
line, and the reaction after stimulation with 
a solid line. In the first type of reaction 
(Fig. 1A) one observes a definite basal 
turn (to the left). After the stimulation 
(of the right ear), the subject turns frankly 
to the side of stimulation for about 3, 30- 
second intervals, and then he turns to his 
basal mode of reaction, indicating the dis- 
appearance of the effect of the vestibular 
stimulation. In the other type of reaction 
(Fig. 1B) the subject turns after stimula- 
tion moderately toward the basal side instead 
of the stimulated side. The amount of his 
rotation, however, is considerably less than 
the basal tendency. Since the overt reaction 
may be considered as a resultant of at least 
two opposing forces, namely, the actual basal 
turning tendency and the turning elicited 
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by the vestibular stimulation, the second 
type of reaction is considered also a posi- 
tive one. These two types of reactions are 
the most uncomplicated forms. Other types, 
modified by the influence of compensatory 
tendencies, will be considered below. 

In calculating the amount of reaction, the 
basal tendency of the subject has to be con- 
sidered. In many instances, the amount of 
basal rotation varies from day to day, and 
in some instances even the direction of the 
rotation may change somewhat from one 
day to another. To compute the value of a 
reaction resulting from a vestibular excita- 
tion, one could justifiably use either the 
mean of the basal readings obtained during 
that particular session, or the grand mean 
calculated from the basal readings obtained 
in all sessions combined. It appears from 
the analysis of the data that in some cases 
the general basal trend, in other cases, the 
daily basal trend, is more representative. 
We gained the impression, however, that the 
general basal reaction on the whole is some- 
what more representative of the subject’s 
basal trend than are the daily variations, 
and in order to place our calculations on a 
uniform basis the mean of all basal readings 
of the given subject was used. The range 
of the basal reactions was taken to include 
all readings falling within 1 standard devia- 
tion on either side of the mean. Thus the 
readings which were obtained after stimu- 
lation were counted as zero reactions, if they 
did not exceed the basal range of the given 
subject. If, however, the rotation exceeded 
this range, its amount was calculated from 
the basal mean. Thus, for instance, if the 
mean basal rotation in a subject was 20° to 
the left for each 30-second period with a 
standard deviation of +10°, then after 
stimulation no reaction was counted as posi- 
tive if it lay within a range from left 10° to 
left 30°. If, however, the subject turned 5° 
to the right from his starting position during 
the first 30 seconds, this was counted from 
the mean, that is, a suppression of a 20° 
basal turn plus an absolute turn of 5° toward 
the stimulated side, giving the sum of 25°. 
In this manner the value of the reaction was 
calculated for each 30-second interval and 
finally the total reaction computed. The 


results are given in Table I. The figures 
given represent the total reaction, without 
regard to the time during which the reaction 
took place. In spite of the large group varia- 
tion, the difference between the reactions 
of the patients and the normals to both 
stimuli is statistically highly significant. 
Although the difference between the two 
stimuli, 28° and 25° centigrade tempera- 
tures, is not very large, this difference was 
sufficient to produce both in the patients and 
in the normals significantly different re- 


TABLE I 


COMPARISON OF THE MEAN REACTIONS IN DEGREES 
oF ROTATION OF SCHIZOPHRENIC AND NoRMAL 
SuBJECTS TO STIMULATION FOR I0 SECONDS 
WITH 10 cc. WATER AT 25°C. AND 28° C, 


28° C. as* C. 
Mean Mean 
Patients ...+. 734 
Normals .... 215.5 2152.5 2540 2157.4 
Difference ... 142.2 “4 132.5 5% 
Significance of 
difference .. P < .o1 P< 1 


TABLE II 


CoMPARISON OF THE MEAN DURATION OF VESTIBU- 
LAR REACTION IN SECONDS IN NORMAL AND 
SCHIZOPHRENIC SUBJECTS 


28° C. C. 
Mean Mean 
Patients ..... 45.0 + 41.1 84.0 + 42.9 
Normals .... 108.0 + 57.0 III.0 + 57.0 


Differences .. 63.0 si 27.0 
Significance of 


differences.. P < .o1 P<.05 


sponses. The mean difference of the reac- 
tion was 48.2° for the patients, and 38.5° 


for the normals. Both are statistically 
significant. 


The difference in the total reaction which 
has been found between patients and normal 
control subjects could be due either to the 
fact that the reaction in the normal subjects 
is more lasting or that it is more intense, 
or both, than in the patients. In order to 
clarify these points, the duration of the re- 
action and the rotation per 30-second inter- 
vals were separately compared in the two 
groups. The data on duration are given in 
Table II, and those on the amount of rota- 
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tion per time unit in Table III. These tables 
clearly show that the reduced vestibular re- 
activity of the patients is expressed both by a 
shortened duration of the reaction and a 
lesser rotation per time unit. 

3. Swaying.—kIn conformity with the 
above findings, we have observed that in the 
normal control subjects there was more 
swaying in response to the caloric stimula- 
tion of the ear than in the patients. The 
amount of swaying was judged clinically 
and rated on a rough scale of 0 to 4+. In 
the patients, with very few exceptions, only 
a slight suggestion of swaying or none at 
all was observed. In the normal controls a 
clearly observable swaying was noted in most 
cases, on the average about 2+. 

4. Compensation—It has already been 
mentioned that an absolute rotation toward 


TABLE III 


COMPARISON OF THE MEAN REACTION IN DEGREES 
OF ROTATION FOR 30-SECOND PEriops IN Nor- 
MAL AND SCHIZOPHRENIC SUBJECTS 


28° C. as° C. 
Mean Mean 
Patients. ..... 22.2 + 26.3 34.2 + 28.8 
Normals .... 50.2 + 38.9 62.8 + 40.9 
Difference ... 28.0 28.6 


Significance of 
difference .. P < .o1 


P< 1 

the stimulated side in itself is not a true 
indication of the degree of vestibular reac- 
tivity. In the first place, the vestibular im- 
pulse finds itself in conflict with the basal 
turning tendency of the subject. The amount 
of the latter, however, can be accounted for 
quantitatively to a fair degree. A consid- 
erably greater technical difficulty is encoun- 
tered because of the factor of more or less 
voluntary compensatory trends. These are 
most obvious when the subject himself re- 
ports their presence. Usually the subject 
described a pull which he felt toward the 
side of the stimulation, or occasionally that 
the side of the body to which the stimulus 
was applied felt unusually heavy ; therefore, 
in order to maintain his original position, 
he deliberately pulled to the opposite side. 
The subject frequently assumed a broad base 
with feet widely separated in order to main- 
tain a better balance, and gross overt read- 
justments of position were also observed. 


POSTURAL REACTIONS TO VESTIBULAR STIMULATION 


(May 


Not all subjects, particularly in the patient 
group, were able to describe accurately the 
subjective experiences, but there have been 
observed sufficiently unequivocal overt be- 
havioral manifestations, on the basis of 
which the presence and degree of compensa- 
tory maneuvers could be estimated with fair 
clinical accuracy. 

The best objective indicators of compensa- 
tion are seen in certain distortions of the 
patterns of reactions. The most frequent 
compensatory distortions are schematically 
represented in Fig. 2. The subject (Fig. 2A) 
who has a left basal turning tendency, de- 
scribes in his reaction to the stimulation of 
the right ear an S curve. First, he turns 
moderately to the side opposite to the stimu- 
lation. This first turn—a period during 


COMPENSATORY PATTERNS OF REACTIONS TO VESTIBULAR STIMULATION 
“<= BEFORE STIMULATION (BASAL) 
~—— AFTER STIMULATION 
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Pic. 2 


which the swaying and the afore-mentioned 
clinical signs of compensation are usually the 
strongest—seems to represent an over- 
compensation. The second part of the curve 
represents a relatively uncompensated nor- 
mal reaction, and the third part of the curve 
corresponds to the phase of return to the 
basal. 

Occasionally, the initial compensation is 
not so striking as in the first case, and no 
over-compensation takes place, but the pres- 
ence of the compensatory tendency is mani- 
fested by the delay of turning to the side of 
stimulation, as is shown in Fig. 2B. 

In other instances, there is an alternation 
between the vestibular and compensatory 
forces, as is clearly evident in Fig. 2C. 

Using the afore-mentioned manifestations 
as criteria of compensation, it was quite 
evident that the normal subjects showed 
much stronger compensation than did the 
patients. 
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The fact that the normal controls com- 
pensate more than do the patients has defi- 
nite implications with regard to the data ob- 
tained. In our computations, the amount of 
compensation was not taken into account, 
and for this reason the differences between 
patients and normals are probably even 
greater than the figures would indicate. 


DISCUSSION 


The total angular rotation which appears 
after stimulation is the resultant of at least 
three factors: (1) the basal turning ten- 
dency, (2) the turning tendency due to the 
muscle tonus change induced by vestibular 
stimulation, and (3) the compensatory ten- 
dencies. Whenever a number of variables 
are involved in a particular reaction, one 
variable can be determined accurately only 
if the amount of all other variables is known. 
The variable, the determination of which 
was the main task of this study, was the 
vestibular reaction as such, while the basal 
tendency and the compensation are com- 
plicating factors. The basal tendency has 
been measured and thereby taken into ac- 
count. However, this tendency is subject 
to daily variations and the mean of all read- 
ings which served as a basis for our com- 
putation is only of approximate accuracy. 
It is even more difficult to estimate accu- 
rately in quantitative terms the amount of 
compensation. There is, however, no doubt 
that the patients compensate less than do 
the normal control subjects. Since the 
amount of compensation could not be put in 
quantitative terms, we have deliberately ne- 
glected this factor in our calculations. The 
data given in the first table thus are some- 
what biassed, but they are biassed in such 
a way that a correction would increase the 
difference between normals and patients in- 
stead of detracting from its validity. Be- 
cause of the fact that we do not observe in 
these experiments a clear and uncomplicated 
vestibular reaction, but one which is modi- 
fied by basal and compensatory tendencies 
which cannot be measured with the desired 
degree of accuracy, we cannot place too much 
emphasis on the exactness of the values ob- 
tained. The differences are, however, so 
large that the conclusions drawn are fully 
justified. The purpose of these and other 
investigations of vestibular function which 


have been carried out by us and others 
which are still in progress is, for the pres- 
ent, to detect significant trends and clues to 
be studied later with more refined techniques. 

A definitive explanation for the marked 
difference of vestibular response between 
schizophrenic patients and normal persons 
can not be given as yet. Two hypotheses 
seem, however, reasonable to postulate : 

(1) It is possible that the nervous mecha- 
nisms responsible for the vestibular reac- 
tion are depressed in schizophrenia. If this 
is the case, further studies of functions, the 
neural substratum of which is on about the 
same level of integration as they of the 
vestibular functions, would be desirable. 

(2) It may be possible that the vestibular 
system in schizophrenic and normal sub- 
jects is equally reactive, and that the dif- 
ferences found between the two groups are 
due to the functional state of the effector 
organs, that is, of the external muscles of 
the eye in the case of nystagmus, and the 
general skeletal musculature in the case of 
postural reactions. It may well be that the 
muscle tonus in the schizophrenic patients, 
particularly in the deteriorated and apa- 
thetic ones of which our group was mainly 
composed, is generally reduced. In this case 
the lessened response might be explained 
by the fact that the nervous impulse acts 
upon a musculature of lowered tonus, with 
a resulting lesser final effect. We do not 
possess sufficient information to decide 
which of these hypotheses, or even whether 
either one of them, is correct. They, how- 
ever, may serve as working hypotheses for 
further investigations. 


SUMMARY 


1. Postural reactions to caloric stimula- 
tion of the vestibular organ were measured 
in a group of 20 chronic schizophrenic pa- 
tients and in a group of 20 normal persons. 
The blind-folded subjects were instructed 
to mark time in place, and the reaction was 
measured by the degree of rotation about 
the vertical axis of the body. 

2. The test was first administered with- 
out vestibular stimulation in order to deter- 
mine the amount and direction of the rota- 
tion, which is an expression of the dominance 
of one side of the body. Such “basal trends,” 
which were present in all subjects, were 
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taken into account when calculating the 
amount of vestibular reaction. 

3. The mean total vestibular reaction mea- 
sured in degrees of rotation was, in the 
patients, less than one-half that of the nor- 
mal subjects. In spite of the great varia- 
bility of the phenomenon studied, this dif- 
ference is statistically highly significant. 

4. The total duration of the reaction, as 
well as the degree of rotation per time unit 
was found to be significantly less in the 
patients than in the normal controls. That 
is, the reaction of the patients was more 
fleeting and less intense than that of the nor- 
mal controls. 

5. It is suggested that the difference found 
may be due either to the depressed activity 
of the nervous mechanisms involved or to a 
diminished muscle tonus of the schizophrenic 
patients. 
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THE BLOOD SUGAR DURING AND AFTER THE HYPOGLYCEMIC 
COMA OF INSULIN SHOCK THERAPY, WITH SPECIAL 
REFERENCE TO THE “AFTERSHOCK” 


By MARCEL HEIMAN, M.D., Mr. Preasant, Iowa 


In the years 1936 to 1939, several obser- 
vations were published dealing with “after- 
shock,” encountered during the insulin 
shock treatment of schizophrenia. Wil- 
son(1I) in her study submitted to the Board 
of Control of England and Wales, quotes 
a case mentioned in an article by Dussik and 
Sakel(2) in which a patient developed hypo- 
glycemic shock, which occurred during the 
night. At that time, insulin was given in 
the morning and in the afternoon. Conse- 
quently, Dussik and Sakel’s patient experi- 
enced “aftershock” during the night. In 
spite of the measures taken, the patient de- 
veloped a status epilepticus and died. Wil- 
son points out that this patient died from 
the effect of an “aftershock.” The difficul- 
ties in distinguishing an “aftershock” from 
sleep presented a real danger during the 
early days of insulin treatment. 

Vander Veer and Reese(3) ascribe the 
occurrence of “aftershock” to the ingestion 
of an inadequate amount of carbohydrate 
“at and after arousal” from the insulin coma. 
They mention, however, that occasionally, 
in spite of an adequate carbohydrate intake, 
“a secondary hypoglycemia may occur.” 
They cite the case of a patient who, nearly 
three hours after he had regained full con- 
sciousness, suddenly experienced a severe 
epileptiform convulsion. This convulsion 
was followed by six similar episodes, al- 
though the patient received glucose by vein 
and by stomach tube. The blood sugar, 
taken supposedly following the administra- 
tion of glucose, was found to be 127 mg. 
per cent. 

Katzenelbogen, Harms and Clark(4) men- 
tion the danger “of recurrences of shock re- 
actions a few hours after the termination 
of the treatment.” Of 16 patients, 3 had 
a recurrence of hypoglycemic reactions 4 
to 5 hours after the conclusion of the 
treatment. Katzenelbogen noted that some 
of the patients had not received the full 


1 From the State Hospital, Mt. Pleasant, Iowa. 


amount of glucose, while another patient de- 
veloped this reaction although he had his 
full amount of glucose and had a substantial 
lunch. The blood suger in that case was 32 
mg. per cent. Katzenelbogen calls this re- 
currence of hypoglycemic shock “a delayed 
hypoglycemic reaction.” 

Braunmuehl(5) pays special attention to 
the ‘“‘aftershock.” In his experience there 
are cases in which during the afternoon, 
hypoglycemic conditions occur repeatedly, 
although the patient had received sufficient 
carbohydrate. He emphasizes the impor- 
tance of administering sugar solutions to 
those patients who “have a strong disposi- 
tion to an ‘aftershock.’” Braunmuehl takes 
special precaution to avoid this complica- 
tion. Without giving any details he reports 
a patient who “fully awake in the early after- 
noon suddenly had an epileptic convulsion 
as ‘aftershock.’” He even suggests that 
patients who leave the hospital during the 
course of insulin shock treatment carry with 
them a note informing about their condi- 
tion as is done with diabetic patients. 

Cameron and Hoskins(6) reported their 
observations during insulin treatment. One 
of the dangers they encountered was “a 
failure to note a return of the hypoglycemia 
after it has once been terminated.” They 
found “this experience apt to occur after loss 
of administered sugar by vomiting, but also 
when the patient feels nauseated or even 
disinclined to eat. Under such circumstances 
it appears that food, although ingested, is not 
assimilated, hence its contained carbohy- 
drate is not available.” Cameron and Hos- 
kins, too, noted that “certain individual 
patients, who cannot as yet be put into any 
specific category, have a definite tendency 
toward relapse into hypoglycemia.” They 
keep patients under very strict observation 
for as long as 7 hours after the termination 
of each treatment. 

Sherman, Mergener and Low(7) ob- 
served secondary hypoglycemic reactions in 
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the afternoon on patients receiving insulin 
subcutaneously, but such reactions did not 
occur with intravenous injections. 

From the various reports found in the 
literature, it may be gathered that most of 
the authors observed that “aftershock” oc- 
curred at approximately the same length of 
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This study was carried out at the State 
Hospital No. 1, in Fulton, Missouri, during 
the 1938 and 1939. hundred 
sixty-eight blood sugar determinations were 
made on 27 patients, 10 males and 17 fe- 
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CuaArt 1.—Blood sugar curves before and during coma of 12 patients. 


time following the original coma. The “af- 
tershock”’ appears either in the form of coma 
or convulsion. Most of the authors relate 
the appearance of “aftershock” to the intake 
of carbohydrate. The determinations of blood 
sugar at the time of “aftershock” are re- 
ported on one case only. There are no re- 
ports of complete follow-up studies of the 
blood sugar following insulin hypoglycemia. 


males. Blood for the examination was taken 
from the cubital vein, and the blood sugar 
determined by the method of Folin-Wu. 

At first we examined the blood sugar 
previous to and during the hypoglycemic 
coma. For this part of our study, 224 
samples were taken from 22 patients every 
half hour. We observed, as has been done 
many times before, that there does not exist 
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a definite relationship between the level of 
the blood sugar and the state of conscious- 
ness or unconsciousness. We saw patients 
awake spontaneously from coma while the 
blood sugar taken at that time was 10 mg. 
per cent (patient Pearl S.) and 15 mg. per 
cent (patient Gene Sm.) ( Himwich, Frostig, 
Fazekas and Hadidian)(8). Other patients 
remained conscious, although their blood 
sugar was below 20 mg. per cent (patient 
Beulah L.) or around 25 mg. per cent (pa- 
tient Frieda Dr.) for approximately 3 hours 
(Kaplan and Low) (9). 

In most of the cases the blood sugar 
reached a point below 20 mg. per cent within 
one and one-half hours. Most of the cases 
became unconscious between the second and 
the third hour following the injection of 
insulin. Sometimes we encountered cases in 
which unconsciousness appeared at the time 
the blood sugar reached the lowest point of 
the initial drop (patient Addie A.). This 
patient had a fasting blood sugar of 100 mg. 
per cent. After one hour it had dropped to 
28 mg. per cent. Within the next 45 min- 
utes the blood sugar reached 12.5 mg. per 
cent, at which time unconsciousness oc- 
curred. In our experience, the blood sugar 
remained at a rather constant level through- 
out the coma, although slight fluctuations 
were present. Until the time of the termi- 
nation of the coma, the blood sugar remained 
at an average of 15 mg. per cent. This fact 
is demonstrated by the curves of 12 patients 
(Chart 1) and their mean curve (Chart 2). 

The relation between fall of blood sugar 
and coma has been a matter of considerable 
discussion. This will be considered in con- 
nection with the “‘aftershock.”’ 

We observed an “aftershock” 8 times on 
6 patients. Two patients experienced it 
twice. It occurred usually at the same time, 
namely, between 2 and 4 o’clock in the after- 
noon. Usually it presented itself in a start- 
ling manner. I shall cite one case (patient 
Ben R.). He was taken for a walk on the 
grounds with a group of patients during the 
afternoon. While walking, he suddenly 
dropped unconscious. He was carried back 
to the hospital, and after receiving glucose 
intravenously, he awoke very quickly. His 
blood sugar prior to the administration of 
glucose was IO mg. per cent. In those cases 


in which the blood sugar was taken while 
the patients were still unconscious, we found 
values from 10 mg. per cent to 37 mg. per 
cent, with an average of 19.1 mg. per cent. 
The second part of the study was made in 
order to determine the behavior of the blood 
sugar following the termination of the insu- 
lin coma. We took 244 blood specimens 
from 17 patients at half to one hour intervals 
for 9 to 11 hours following the time of the 
injection of the insulin. Although it never 
happened that a patient developed an “after- 
shock” while being under observation, the 
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CHART 2.—Mean curve of the blood sugar before 
and during coma of 12 patients. 


results nevertheless seemed to be a sufficient 
basis to serve as an understanding of the 
condition. All patients on whom the study 
was made received an adequate amount of 
glucose, either intravenously or by stomach 
tube, to terminate the insulin coma. Half 
an hour later, the patients received their 
normal lunch. No food was taken afterward, 
until the last specimen of blood was obtained. 

Following the termination of the coma, 
the blood sugar rises to a level varying from 
56 mg. per cent to 230 mg. per cent. We 
found a striking difference between the male 
and the female patients concerning the 
time at which the peak is reached. This dif- 
ference becomes important in view of the 
fact that 5 out of 6 patients experiencing an 
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‘aftershock’ were females. Chart 3 demon- 
strates that in the average male case the peak 
of the blood sugar is reached two hours 
following the termination of the coma, while 
it takes four hours for the females to reach 
the highest point. The injections of insulin 
were given at 6 a. m., and the coma was 
terminated around 10 a. m. Thus, the climax 
of the blood sugar curve occurs at noon in 
our- male patients, and at 2 o’clock in the 
afternoon in our female patients. It should 
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termination of the coma and accordingly an 
insignificantly small drop, as demonstrated 
in Chart 4 (patient Helen Cu.). 

B. In other curves there could be seen a 
rather rapid and sufficient elevation of the 
blood sugar, but the following drop was al- 
most negligible. This is seen in Chart 5 
(patient Christine van P.). 

C. The third group of curves had either 
an adequate rise, or more frequently a 
marked rise of the blood sugar which was 
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be noted, however, as demonstrated in followed by a corresponding fall (patient 


Chart 3, that the blood sugar, following the 
peak, arrives at the lowest point in male and 
female patients at the same time, namely, 
between 3 and 4 o’clock in the afternoon. In 
other words, the drop of the blood sugar 
occurs in the female patients in a consider- 
ably shorter time than in the male patients. 

The curves we observed in our 17 patients 
showed differences in their course, which 
seemed to be important for the understand- 
ing of the “aftershock.” These differences 
were as follows: 

A. Some of the curves showed a very 
slight rise of the blood sugar following the 


Cora F.). Chart 6. 

Quite arbitrarily, we set a margin for the 
distance of the fall of the blood sugar, in this 
way dividing the curves into two groups; 
the first group contains the curves which 
exhibit a course as described under A and B. 
In the second group are the curves described 
under C. The first group contains more or 
less flat curves. The second group contains 
high curves. In the former group, the drop 
of the blood sugar is between 28 and 72 mg. 
per cent. The curves of this group are dem- 
onstrated in Chart 7. Group C, the cases 
with the high curves, show falls of blood 
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sugar levels varying from 74 to 176 mg. per 8.30 a. m.—salivation was present. 
cent. This is illustrated in Chart 8. The 9.30 a. m.—respiration was snoring. 
the bined 10.00 a. m.—patient was sweating profusely. 
is twice as great within the first hour as the ent. Babinski and Rossolimo were 
drop in the flat curves during three hours. positive bilaterally. Oppenheim 
It might be expected that patients who 
10.35 a. .—coma was terminated wi giucose 
have a greater disposition to experience an by stomach tube. 
“aftershock”’ may exhibit a characteristic II.00 a. m.—patient received her lunch. 
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Cirart 8.—Blood sugar curves during and after coma of 9 patients, demonstrating 


group C, 


curve. In one of our two patients having 

an “aftershock” twice, the blood sugar fol- 

lows a course which we described as an “high 

curve.” (Chart 6.) 


The following is a record of the patient Cora F., 
taken on the day on which the curve was obtained. 
It was the twenty-fourth coma, the patient having 
received 110 units of insulin for the last eight days. 

6.00 a. m.—patient received 110 units of in- 
sulin, s.c. 
7.45 a. m.—patient became drowsy. 
8.00 a. m.—coma was present. 


6 


high curves, 


The blood sugar which was constantly at a 
level of about 10 mg. per cent during the 
duration of the coma, rises within the next two 
hours to 100 mg. per cent and reaches 220 mg. 
per cent at 2 o’clock in the afternoon, and the 
peak of 230 mg. per cent one-half hour later. 
Within the next hour, at 3.30 in the afternoon, 
the blood sugar had dropped rapidly to a level 
of 100 mg. per cent. It continues to fall some- 
what more slowly, reaching 54 mg. per cent 
at 4.30, thus pacing 176 mg. per cent in two 
hours. 
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On the two occasions when the patient ex- 
perienced an “aftershock,” her blood sugar was 
found to be 20 mg. per cent on both occasions, and 
the time was 3.30 in the afternoon. 


DISCUSSION 


The “aftershock” provides us with the 
interesting possibility of observing the oc- 
currence of two hypoglycemic shocks in 
the same individual on one day. The first 
of the shocks is produced by the injec- 
tion of insulin. The second occurs spon- 
taneously, and its causes require our special 
consideration. 

Ever since the introduction of the insulin. 
shock therapy, various observers have tried 
to establish the relationship between the 
behavior of the blood sugar and the onset 
of the coma, or the maintenance of the coma, 
respectively. Georgi and Freudenberg(10) 
were among the first investigators of this 
relationship. Since then it has been pointed 
out frequently that the mere fall of the blood 
sugar is not sufficient to cause a coma. Kap- 
lan and Low(g) maintain that “besides the 
rapidity of fall and the length of time a sig- 
nificantly low blood sugar is maintained, some 
other factor is involved.” According to them, 
a level of the blood sugar of 30 mg. per cent 
is not important for the production of a coma, 
an opinion also held by Freudenberg. The 
drop of the blood sugar itself, however rapid 
it may be, produces coma in exceptional cases 
only. Kaplan and Low observed one such 
case, as did we once. Even the successful 
attempt to shorten the time of the drop of the 
blood sugar has not achieved its aim in 
producing coma. Polatin and his collabora- 
tors(11) successfully produced hypoglycemic 
conditions by intravenous injection of insulin. 
It seems, however, that their aim was not the 
production of a lasting coma. They state that 
marked hypoglycemic symptoms, at times 
with coma, were produced within 45 min- 
utes, and spontaneous recovery was general 
within two hours. Sherman, Margener and 
Low(7) too, were able to abbreviate the 
time in which the blood sugar reaches the 
lowest point by intravenous administration 
of insulin. In this way, they shortened the 
time from go to 40 minutes. Still, they did 
not obtain a coma in their patients, unless 
the low level of the blood sugar remained 


_ [May 


there for “‘a certain time.’’ We may conclude 
from these observations that coma usually 
does not appear while the blood sugar drops. 

The observation that the blood sugar tends 
to rise during the end of the hypoglycemic 
phase has been made frequently. (Sakel; 
Georgi; Young, Young, and Roucek; Har- 
ris, Blalock and Horwitz, and others) (12). 
Georgi based his theory partly on that obser- 
vation. Deviations from this observation, 
which was accepted almost as a rule, have 
been mentioned occasionally. Himwich, et 
al.(8) reporting on one case (patient E. B.) 
find it “striking that approximately the same 
level (1.e., of blood sugar) is maintained 
during the entire period of hypoglycemia.” 

The coma, due to the administration of 
insulin, is the final state after the patient 
has proceeded gradually through various 
steps. In opposition to that stands our obser- 
vation regarding the “aftershock.” There 
is no progressive development noticeable. 
The patient drops into the coma. Clinical 
observations as well as knowledge of the 
behavior of the blood sugar during the “af- 
tershock”’ are so similar to various experi- 
ences which have been made in the patho- 
physiology of the pancreas, that there is 
little doubt about their relationship. 

Depisch and Hasenoehrl(13) describe hy- 
poglycemic conditions following the over- 
loading of the body with sugar as in the tol- 
erance test. They ascribe such a hypogly- 
cemia to an overstimulation of the pancreas 
and overproduction of insulin. If both the 
venous and capillary blood sugar are deter- 
mined during such a state, a difference may 
be found. The venous blood contains less 
sugar than the capillary blood. This arterio- 
venous difference is present, however, only 
in normal persons, while it is slight or absent 
in diabetics. This would indicate an in- 
creased avidity of the tissue for sugar, due 
to the effect of insulin. (Soskin and his co- 
workers(14) deny that hypoglycemia is pro- 
duced wholly by a mobilization of insulin). 
Cannon(15) too, believes that excess blood 
sugar is the physiological stimulus for the 
internal secretion of insulin via the vagi. 
Gellhorn(16) holds the same _ opinion. 
Equally important is the observation of 
Swanson and Greene(17) who demonstrated 
the occurrence of hypoglycemic conditions 


192 


in 

the 
for 
the 
hig 


exe 
live 
pat 
he 
hal 
sug 
lar] 
the 
par 
gly 
live 
sho 
cos 
hot 
a ti 
blo 
kid 
live 
par 
pro 
blo 
ate 
ons 
anc 
ope 
low 
oth 
of 
pre 
of 
be 
cen 
eve 
doe 
sho 
lati 
an 
or 


| 
| 
the 
ing 
su 
sy 
is 1 


nclude 
isually 
drops. 
tends 
ycemic 
Sakel ; 
Har- 
)(12). 
obser- 
vation, 
», have 
ich, et 
E. B.) 
e same 
itained 
emia.” 
‘ion of 
patient 
various 
obser- 
There 
iceable. 
Clinical 
of the 
he “af- 
experi- 
patho- 
here is 


‘ibe hy- 
> over- 
the tol- 
ypogly- 
ancreas 
oth the 
> deter- 
ice may 
ins less 
arterio- 
er, only 
r absent 
an in- 
rar, due 
his co- 
is pro- 
nsulin). 
ss blood 
for the 
vagi. 
opinion. 
tion of 
nstrated 
nditions 


1942 | MARCEL 


HEIMAN 871 


in patients due to faulty dietary habits. In 
their opinion, this is the most common cause 
for spontaneous hypoglycemia. In most of 
their patients the hypoglycemia was due to a 
high carbohydrate diet. 

The observation of Lups(18) is another 
example of the functional disturbance of the 
liver-pancreas metabolism. In a number of 
patients undergoing insulin shock treatment, 
he found a glycosuria one to one and one- 
half hours following the administration of 
sugar. This glycosuria was connected regu- 
larly with a hyperglycemia. Lups considers 
the possibility that a disturbed action of the 
pancreas might contribute to the difficulty of 
glycogen formation and deposition in the 
liver. For the understanding of the “after- 
shock” it is interesting to note that the gly- 
cosuria takes place one to one and one-half 
hours following termination of the coma, at 
a time when we demonstrated the rise of the 
blood sugar. A loss of sugar through the 
kidneys at that time, due to failure of the 
liver to form and store glycogen, may be 
partly responsible for the absence of the 
proper response of the liver later when the 
blood sugar reaches a hypoglycemic level. 

This disturbance need not follow immedi- 
ately the administration of insulin as is dem- 
onstrated by the observation of Robertson 
and Ashford(19). One of their cases devel- 
oped hypoglycemic symptoms 13 days fol- 
lowing the administration of insulin; an- 
other on the tenth day after discontinuation 
of insulin treatment. These authors ex- 
pressed the belief that the excessive amount 
of glucose which the patients received may 
be responsible for producing the hypogly- 
cemic state. It may be recalled here that 
even an adequate intake of carbohydrate 
does not eliminate the danger of an “after- 
shock.” 

The “aftershock” may be explained as 
being caused by an absence of a counterregu- 
lation of the adrenosympathetic system, by 
an inability of the liver to mobilize glycogen 
or by a depletion of the glycogen depot in 
the liver. 

The administration of insulin in the morn- 
ing, and the following lowering of the blood 
sugar, produces a stimulation of the adreno- 
sympathetic system. Consequently, glycogen 
is mobilized by the liver. Thus the liver 


= 


will be partly depleted of glycogen by the 
time the insulin coma is terminated. The ad- 
ministration of sugar (and carbohydrates) 
at and after the termination of the coma 
leads to an increase of the blood sugar. Un- 
der normal conditions, this hyperglycemia 
stimulates, via the parasympathetic system, 
the output of insulin from the pancreas, 
which induces formation and storage of gly- 
cogen in the liver. Under pathological 
conditions, it seems that part of the adminis- 
tered sugar is eliminated through the kid- 
neys, possibly on account of a faulty func- 
tion of the liver. This occurs during the 
hyperglycemic phase following the termina- 
tion of the coma. The hyperglycemia calls 
forth an excretion of insulin. In patients 
with a disposition to experience an “after- 
shock” the succeeding drop of the blood 
sugar leads to hypoglycemic levels. The de- 
creased sugar content of the blood stimu- 
lates the adrenosympathetic system. It ap- 
pears probable that the liver remains unre- 
sponsive, failing to mobilize glycogen, as it 
seems, because the liver is depleted of gly- 
cogen. Another possibility to be considered 
is a functional disturbance of the liver home- 
ostasis. That may be the case in those pa- 
tients who do not exhibit a glycosuria during 
the hyperglycemic phase. 

The investigation of Gellhorn and his col- 
laborators demonstrated that the hypogly- 
cemia produced by the administration of 
insulin causes a stimulation of the adreno- 
sympathetic system. He ascribes to a stimu- 
lation of that system the beneficial effect of 
the various procedures that are used in the 
treatment of schizophrenia. He insists, how- 
ever, that there is an essential difference 
between the effect of insulin secreted en- 
dogenously and insulin administered by 
injection.? 


2“These authors obviously confused the effect 
of increased endogenous secretion of insulin with 
that of insulin administered by injection. It is 
established that the secretion of insulin is partially 
regulated by the vagus nerve (Britton and Beiger, 
Binder and Rusztek), so that increased production 
of insulin may be considered as a sign of increased 
parasympathetic activity. The physiologic stimulus 
which brings about such parasympathetic activation 
is an increase in the amount of blood sugar in the 
brain (La Barre). If, however, insulin is injected 
and the level of the blood sugar is lowered, the 
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While it is true that the cause for endo- 
genous secretion of insulin is an excitation 
of the parasympathetic system due to an in- 
crease of the sugar in the blood, neverthe- 
less we have no reason to assume that the 
hypoglycemia produced either artificially or 
spontaneously should differ in its effect re- 
garding a stimulation of the adrenosympa- 
thetic system. 

In some of our cases who were victims of 
an “aftershock” we saw clinical improve- 
ments following them, which by far were 
more impressive than the ones following the 
first coma. This observation, too, should be 
interpreted as proof of the similar action of 
either coma. We were so impressed by this 
beneficial effect that we attempted to utilize 
it therapeutically. 

We assumed that the quick lapse into 
coma is the important factor. We intended 
to imitate that condition by intravenous ad- 
ministration of insulin. Our experiments 
with rabbits were not successful, however, 
since the large amount of insulin which 
would throw the animal into a coma misses 
the margin of safety. Then we considered 
producing an “aftershock” intentionally. 
For technical reasons this could not be 
worked out satisfactorily. 

After we discovered the rapid fall of the 
blood sugar at approximately the same time 
during the afternoon, 4 to 6 hours following 
the termination of the coma, we adminis- 
tered to the patient a certain amount of sugar 
solution about 3 to 4 hours after lunch. 
Since that time, no “aftershock” had ever 
occurred. 


SUMMARY AND CONCLUSION 


1. Coma due to administered insulin does 
not generally occur while the blood sugar 
drops. 

2. The blood sugar remains at about the 
same level after the lowest point has been 
reached throughout the coma. 

3. Following the termination of the insu- 
lin coma, the blood sugar describes a charac- 
teristic curve with a sharp ascending and 
descending branch. In a majority of patients 
the blood sugar drops to hypoglycemic levels. 


production of insulin in the organism is diminished 
(Zunz and La Barre), but the sympathetic-adrenal 
system is stimulated.” (Gellhorn.) 


May 


4. “Aftershock” occurs a definite time, 
4 to 6 hours, following the termination of 
the insulin coma, more frequently in female 
patients. 

5. The “aftershock” is due to a spontane- 
ous hypoglycemia and occurs suddenly, prob- 
ably simultaneously with the dropping of 
the blood sugar. 

6. The spontaneous hypoglycemia is due 
either to a depletion of glycogen in the liver, 
or to a functional disturbance in the carbo- 
hydrate metabolism. This disturbance is of 
a temporary nature, as found in patients 
with faulty dietary habits. 

7. The spontaneous hypoglycemia calls 
forth the same response as the hypoglycemia 
due to administered insulin, namely, a stimu- 
lation of the adrenosympathetic system. 

8. The “aftershock” not infrequently has 
appeared to produce a marked clinical im- 
provement. This improvement may be util- 
ized for practical purposes. 

g. The “aftershock” can be avoided by 
administration of carbohydrate 3 to 4 
hours following the termination of the insu- 
lin coma. 
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THE GARDNER BEHAVIOR CHART’ 


By PAUL H. WILCOX, M.D. 
Traverse City State Hospital, Traverse City, Mich. 


Man’s success or failure in his social life 
depends largely on his behavior. Abnormal 
behavior is usually the factor which war- 
rants sending a person to a state hospital for 
mental disease. Therefore, the first step in 
the scientific analysis of the patient’s illness 
is the accurate observation and recording of 
his behavior. 

The Gardner Behavior Chart was devel- 
oped as an aid in obtaining such a record 
of the patient’s behavior during his residence 
in the hospital. The patient’s physician is 
with the patient only a small portion of the 
time and he therefore has to depend on the 
nurses and attendants for reports of the 
patient’s behavior at other times. The fol- 
lowing 15 categories were selected: 

1. Attention to personal appearance. 
2. Sleep. 3. Appetite. 4. Sociability. 5. Ac- 
tivity control. 6. Noise disturbance control. 
7. Temper control. 8. Combativeness con- 
trol. 9. Care of property. 10. Self-entertain- 
ment. 11. Cooperation in routine. 12. Work 
capacity. 13. Work initiative when alone. 
14. Work initiative when closely supervised. 
15. Willingness to follow directions. 

Under each category five brief phrases 
characterize the degrees of behavior in the 
scale. These degrees of behavior are scored 
o to 4 and rated “none” to “extra good” 
as follows: 


Numerical 
score Rating 
None 
Good 


1 The Gardner behavior chart was developed by 
Dr. Paul H. Wilcox at the Gardner State Hospital, 
East Gardner, Mass., between 1934 and 1938. It 
was first presented by Dr. Wilcox to the profession 
at the Research Symposium, Metropolitan State 
Hospital, April 14, 1939 in a paper entitled, “Be- 
havior Ratings for Psychiatric Patients.” 

Dr. Wilcox was assistant physician at the 
Gardner State Hospital from 1934 through 1938. 
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As an example, the category “appetite” is 
scaled as follows: 


Has to be tube fed. 

1—Poor—Eats very little, but will eat more when 
spoon fed. 

2—Fair—Eats a moderate amount when encour- 
aged—usually leaves food on his plate after 
one helping. 

3—Good—Eats one large serving regularly. 

4—Extra Good—Usually asks for second or third 
helpings. 


o—None 


Each category is worded so that the de- 
grees of behavior can be classified consis- 
tently in a similar manner. For instance, 
the title “activity control” makes it possible 
to score marked overactivity as zero, mean- 
ing zero control of activity. Similar formu- 
lations are found in the titles “Noise dis- 
turbance control,’ “Temper control,” and 
“Combativeness control.” Under “Activity 
control” two extra degrees of behavior are 
included. They can be considered as “over 
control,’ namely 

x—Underactive. 
y—Motionless. 

Figs. I and 2 show the front and back 
pages of the behavior chart folder. Fig. 3 
shows the two inside pages. The folder is 
84” by 11”. 

The nurses or attendants are instructed to 
score the patient on the inside pages of the 
chart, entering the proper numerical scores 
under their respective headings. Any de- 
sired time interval can be selected. Usually 
the patient is scored daily or weekly at first, 
but later once a month, or even every three 
months may be sufficiently often if the pa- 
tient has not shown much variability. There 
is ample space for supplementary and ex- 
planatory comments and the scorers are en- 
couraged to make free use of this space, 
using as many lines as necessary to describe 
whatever behavior is not adequately covered 
under the standardized categories. Inas- 
much as the scoring key is printed on each 
folder, the numerical scores have permanent 
significance and their meaning is immedi- 
ately available. 
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Name of Institution 


GARDNER BEHAVIOR CHART 


Lest Name First Name 
‘Thies behavior chart was developed hoapt mental dises ts periodic behavior 


Key to Ratings 


Ia rating the patient's work consider the characteristics in relation to the particular task or tasks at which be is now 
eceupied. If in doubt, put a question mark and add explanatory comments. Make use of all information available. 


1. Attention to Personal Appearance. 
1— Unsidy — Wets or soile of both. Indicate which. 
0 — None — Slobbers his clothes and neither washes nor changes his clothes unless forced to. 
1 — Poor — Does not slobber, but is untidy in general appearance and is physically rather dirty. 
2 — Fair — Washes up an average amount and keeps his clothes tidy. 
3 — Good — Keeps himself clean and neat most of the time. Takes some pride in his appearance. 
4— Extra Good — Very particular about being physically clean and about baving his clotbes clean and neat, and if 
possible, pressed. 
3. Sleep. 
0 — None — Seems to be awake day and night. 
1 — Poor — Awake frequently during night, sleeps very lightly. 
2 — Fair — Usually sleeps most of the night, but is occasionally restless. 
3 — Good — Sleeps soundly all night, unless there is considerable commotion. 
4 — Extra Good — A heavy sleeper, seldom disturbed by noises. 


3. Appetite. 
© — None — Has to be tube fed. 
1 — Poor — Eats very little, but will eat more when spoon fed. 
2 — Fair — Eats a moderate amount when encouraged — usually leaves food on his plate after one belping. 
3 — Good — Eats one large serving regularly. 
4 — Extre Good — Usually asks for second or third helpings. 


4. Sociability. 
0 — None — Never talks or plays with others. Always seclusive. 
1 — Poor — Almost always seclusive, will occasionally speak to others, but never joins in games. 
2 — Fair — Converses with others a fair amount and may occasionally join in games. 
3 — Good — Usually found talking or playing with others. 
4— Extra Good — Takes an active interest in others. Talks and plays freely with botb patients and employees as 
opportunity arises. 
5. Activity Control. 
0 — None — Acutely restless. Stays in bed or in a chair scarcely five minutes at # time, or has prolonged periods of 
running to and fro. 
1 — Poor — Quite restless. Prolonged restlessness, though will stay in bed or in a chair for balf hour periods. Stirred 
up by newcomers in the room or by commotion. 
2 — Fair — Restless. Frequently moving about but does not run about. Will stay in bed or in a chair frequently 
for considerable periods. 
3 — Good — Slightly restless at times but most of the time moves about only according to the d de of the situati 
4— Extra Good — Not restless. No excess unnecessary activity. 
x — Underactive — Slow and sometimes motionless. 
y — Motionl — Freq ly and for 7) hi periods ionless. 


6. Noise Disturbance Control. 
0— None — Acutely disturbed, noisy most of the time, shouting, banging doors, etc. 
1— Poor — Rather noisy at times or & little noisy most of the time. 
2 — Fair — Quiet most of the time, but moderately noisy ionally, or fi low 
3 — Good — Never causes noisy disturbance. 
4— Extra Good — Very quiet. 


Hatton Press, Inc., Gardner, Macs. 


Fic. 1.—Page 1 of Gardner behavior chart folder. 
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THE GARDNER BEHAVIOR CHART 


Key to Ratings (continued) 


Temper Control. 
0 — None — Flies off the bandle at every littl thing. 
1 — Poor — Loses temper easily, but can be handled, if done with care 
2— Fair — Usually controls his temper, but has speile of irritability 
3 — Cood — Seldom loses his temper, except occasionally when bothered 
4— Extra Cood — Very seldom loses temper, even with provocation. 


Combativeness Control. 


O0— None — Is continually violent, attacking or fighting. Must be restrained or under sedation to protect others. 
1— Poor — Assaults patients and/or nurses nearly every day. 

2— Fair — Occasionally assaultive. 

3 — Cood — Never strikes except in se‘f-defence. 

4— Extra Good — If attacked, attempts to protect self without hurting the attacker. 


Care of Property. 
0 — None — Destructive of furniture and clothing much of the time, or steals constantly. 
1 — Poor — Occasionally destructive of furniture and clothing, or will sometimes steal. 
2 — Fair — Usually takes care of clothes, never destroys furniture, but will occasionally do minor damage to clothing, 
¢€. g. pulls buttons off, or occasionally steals food. 
3 — Good — Never intentionally damages furniture or clothing. Makes no petty thefts. 
4 — Exira Good — Always very careful about furniture, clothing, etc. Will assist in protecting property when asked. 


Self-entertainment, including reading, writing, handicraft, or solitaire. Seore and insert letters indi- 
cating the entertainment, r, w, h, and s. 
© — None — Absolutely idle or destructively occupied when not forced to work or play. 
1 — Poor — Only occasionally entertains self constructively except when urged to. 
2 — Fair — Entertains self of his own accord a moderate amount, but content to be absolutely idle for considerable 
periods. 
3 — Good —- Usually entertains self in spare nomenis, but occasionally allows himself to be idle. 
4— Extra Good — Always entertaining himself constructively when not working or mingling with others. 
ei in R 
O— None — Ie resistive to all routine procedures. Must be dressed and undressed and bathed by the nurses. 
1 — Poor — Will not move in routine unless the nurse takes him by the arm, when he will go without special resistance. 
Never responds to calls. 
2— Fair — Will move to meals or to bed or bathe, etc., if called individually, but not when the group is called. 
3— Cood— Moves according to the group routine when others take the initiative. 
4— Extra Good — Fits in with the routine very well. Goes to bed or to meals or bathes promptly on schedule without 
waiting for the rest of the crowd to lead the way. 


Work Capacity. 
0 — None— Entirely unable to learn this type of work, even after repeated instruction and demonstration. 
1— Poor — Learns this type of work with difficulty and never is able to do it well. 
2 — Fair — Learns rather slowly, but in time gains considerable skill. 
3 — Good — Gets the idea quickly, and acquires skill quickly. 
4— Extra Good — Gets the idea quickly without detailed instructions and does the task well from the stert. 


Work Initiative When Alone. 
O— None — Stopes i diately, unless inually supervised or with other patients. 
1— Poor — Makes only a little effort when not continually supervised or with other patients. 
2— Fair — Makes an average effort when alone, but must be started. 
3— Good — Can be expected to work well when not closely watched but may require sterting. 
4— Extra Good — Takes full interest and drives his work when alone. Needs but a minimum of supervision. 


Work Initiative When Closely Supervised. 
0 — None — Refuses to work while closely supervised or while with other patients. 
1— Poor — Makes little effort when closely supervised or while with other patients. 
2 — Fair — Does fairly well when closely supervised or while with other patients. 
3 — Good — Works well while closely supervised or while with other patients. 
4 — Extra Good — Takes full interest, drives his work when closely supervised or with other patients. 


Willingness to Follow Directions. 
0— None — Refuses to do the task assigned. 
1— Poor — Does task assigned, but insists on doing it bis own way. 
2— Fair — Does task assigned, prefers to do it his own way, but does it as directed if closely supervised. 
3— Good — Gladly (or willingly) does task as directed. 
4— Extra Good — Very careful to do a task just as directed, and if in doubt, asks for further instructions, 


Fic. 2.—Page 4 of Gardner behavior chart folder. 
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COMMENT 


The categories of the Gardner behavior 
chart were formulated from the random de- 
scriptions of patients by attendants and 
nurses. The wording of the key was revised 
repeatedly when use revealed ambiguities of 
meaning. There is no attempt to code the 
patient’s subjective symptoms, but the nurses 
are encouraged to record any of these which 
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concept of “agitation” has been scaled. The 
objective category of “activity” has been 
scaled. Likewise, the term “capricious” is 
a complex term implying a certain restless- 
ness plus unpredictability. This useful but 
complex term is not incorporated into the 
scale. Such complex terms are often very 
convenient and may be used in the “com- 
ments” column. 


BEHAVIOR CHART 


Fic. 3.—Pages 2 and 3 of Gardner behavior chart folder. 


seem distinctive. However, it is considered 
the primary task of the psychiatrist to deter- 
mine the state of mind of the patient and the 
reasons for his behavior. 

The behavior chart uses only those factors 
of behavior which can be easily observed in 
the every day work of the attendants and 
nurses with the patients. Simple rather 
than complex categories were selected. For 
instance, “agitation” is a complex concept 
implying a combination of “restlessness” and 
“anxiety.” Since “anxiety” is impossible to 
observe directly, neither it nor the complex 


Preliminary studies have shown that the 
reliability of the behavior chart compares 
favorably with other behavior rating scales. 
The discrepancies which sometimes occur 
between paired scores of independent raters 
usually represent actual differences in the 
behavior of the patients in different circum- 
stances. For instance, in the occupational 
therapy shop where the patients are encour- 
aged to work at their own pace and accord- 
ing to their own interests, they act one way. 
At bathing times, at meal times and at bed 
times, when for the sake of the administra- 
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tion of a large ward all the patients have to 
move at the same time and at about the same 
speed, many of them are apt to behave dif- 
ferently. In the latter situations, temper 
control and noise control are likely to be less. 

This behavior chart is adapted to the situa- 
tion of the average ambulatory state hos- 
pital patient. It is less applicable to bed 
cases, but can be used for them if modifying 
comments are freely used. 

After a nurse or attendant has scored a 
few patients, it requires only about 5 min- 
utes to score one patient. If extensive com- 
ments are indicated, the time required is of 
course longer. If the physician reviews the 
scorings periodically, the interest of the 
nurses is increased and the reliability of the 
scores is likewise increased. The attendants 
and nurses who have scored patients with 
the behavior chart have shown a definite in- 
crease of interest and insight into the pa- 
tients’ problems. 


SAMPLE SCORES 


Sample scores are shown in Fig. 4. The first 
case, T. R., was a patient suffering from a very 
severe manic-depressive manic reaction. In January 
she was at the peak of the attack. Three months 
later she began to quiet down so that by May she 
had returned to her normal self and was ready for 
discharge as recovered from that attack. In January 
she refused to do any work, was untidy and wet 
herself, seemed to be awake day and night, being 
acutely restless and running to and fro, shouting, 
banging doors, etc., often destroying her clothing or 
the furniture. She had to be forcibly dressed and 
bathed by the nurses. She was occasionally com- 
bative. Her appetite was the only thing that was 
good. In contrast, four months later she was very 
cooperative, took an intelligent interest in the hospi- 
tal routine and helped wherever she could. She had 
become a quiet, orderly, constructive individual. 
The contrast stands out clearly in the behavior 
scores for the two dates. The comments added by 
the nurse were: 1-6-38. “Idle. Does not talk 
sensibly with others but is observant and very 
mischievous.” 5-6-38. “Ward work, ironing. Some 
occupational therapy. Previous to this period was 
very disturbed.” 

The second case, K. H., was diagnosed dementia 
precox, hebephrenic type. She had been a difficult 
patient for several years and had been continuously 
on the disturbed ward. The scores indicate imme- 
diately that she was idle, untidy, destructive, com- 
bative, noisy, very irritable and uncooperative. The 
nurse’s comments were: “Idle (previous to this 
period she was quite good for 3 months). Occa- 
sionally has ‘4’ appetite.” 


__ [May 


The third case, E. B., was a patient diagnosed 
dementia przcox, paranoid type, who had been able 
to adjust in an unlocked cottage for several years. 
Although she was domineering over other patients 
and actually struck them occasionally, she was a 
responsible person and a good worker. The scores 
reveal this good adjustment but also indicate her 
poor temper control and occasional combativeness. 
The nurse’s comments were: “Sews, mending by 
hand and by machine, and helps with the floors.” 

The fourth case, E. S., was a patient diagnosed 
dementia przcox, paranoid type, who had been re- 
siding in the same unlocked cottage as E. B. She 
was deteriorated and at times noisy but minded her 
own business and made no attempt to run away. 
Her scores indicate that her extra good activity 
control offset her seclusiveness and her tendency 
to idleness sufficiently so that she could be tolerated 
in that cottage. It is true, however, that she was 
one of the borderline cases in that cottage and was 
frequently considered for reclassification when 
changes were necessary. The nurse’s comments 
were: “Polishes floor little. 
mutterings.” 


Frequent low 


SUMMARY 


The Gardner behavior chart is a rating 
scale consisting of 15 categories, each of 
which is subdivided into a five point scale. 
It was developed directly out of work with 
psychotic patients at the Gardner State Hos- 
pital and is designed to be scored from time 
to time by the nurses in charge of a patient 
in order to give the psychiatrist a condensed 


objective record of the patient’s behavior on}. 
the ward. It is not intended to take the| 


place of the psychiatric interview, which is 
the psychiatrist’s special responsibility. Only 
those categories which can be easily observed 
by the nurses have been scaled. The nurses 
are encouraged to supplement the numerical 
scores with comments. The nurses’ under- 
standing of the patients’ problems is im- 
proved as the result of their scoring of the 
patients. 


ANNOTATED BIBLIOGRAPHY 

1. Kempf, Edward J.: The behavior chart in 

mental diseases. Am. J. Insanity, 71 : 761-772, April 

IQI5. 

The “Kempf Behavior Chart” was developed 

in the Henry Phipps Psychiatric Clinic from a 

behavior chart worked out by Adolf Meyer 

between 1893 and 1902. The Meyer chart had 

67 items and was used in various hospitals, in- 

cluding Gardner State Hospital, but never was 
published as such. 
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2. Corson, Harold F.: A study of the behavior 
chart in cases of thymergasas. Am. J. Psychiat., 
II : 73-102, July 1931. 
The Corson revision of the “Kempf Be- 
havior Chart” is now in use at the Henry 
Phipps Psychiatrie Clinic. 


3. Plant, James S.: Rating scheme for conduct. 
Am. J. Psychiat., 1: 547-572, April 1922. 

4. Plant, James S.: Further report on nurses’ 
conduct scheme. Am. J. Psychiat., 2: 593-613, April 
1923. 

The “Plant Rating Scheme” was developed 
at McLean Hospital but was never published in 
full. It had 19 categories and over 200 sub- 
sidiary items. 


5. Yepsen, Lloyd N.: A score card of personal 
behavior. J. Applied Psychol., 12: 140-147, 1928. 
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The “Yepsen Score Card” was adapted to the 
scoring of mentally deficient children at the 


Vineland Training School. 


6. Olson, Willard C., and Cunningham, E. M.: 
Time sampling techniques. Child Development, 5: 
41-58, 1934. 

The “Olson Time Sampling Technique” is the 
most reliable behavior rating method but is 
only satisfactory for specially trained observers 
working in a controlled set-up. 


7. Symonds, P. M.: Diagnosing personality and 
conduct. The Century Co., 1932. 

8. Weiss, L. A.: Rating scales, with 
references to the field of child development. 
chol. Bull., 30: 185-208, March 1933. 

The possibilities as well as the limitations of 
various rating methods are well covered in 
these two references. 
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RECURRENT CONVULSIVE SEIZURES IN ANIMALS PRODUCED 
BY IMMUNOLOGIC AND CHEMICAL MEANS* 


By LENORE MOOLTEN KOPELOFF,? S. EUGENE BARRERA, anp 
NICHOLAS KOPELOFF 


INTRODUCTION 


Convulsive seizures have been produced 
experimentally in laboratory animals by a 
number of methods. These include the in- 
jection of various drugs and other sub- 
stances, nutritional deficiencies, as well as the 
electrical stimulation or freezing of the cere- 
bral cortex. Such methods have been re- 
viewed by Wilson(1) and others. While 
the experimental production of acute con- 
vulsive seizures contributes to the under- 
standing of the convulsive state in man, it 
fails to throw light upon the essential nature 
of epilepsy, namely its recurrence. Multiple 
seizures have been produced experimentally 
in animals only by repetition of the inciting 
agent. No investigator has thus far suc- 
ceeded in producing a chronic state of con- 
vulsive reactivity by local treatment of the 
brain. 

Because of clinical evidence that hyper- 
sensitiveness may play a part in certain con- 
vulsive disorders of man, our interest was 
first focused upon the production of local 
cerebral anaphylaxis in animals(2). David- 


off, Seegal and Seegal(3) produced an Ar-~ 


thus reaction in the brain of the rabbit by 
direct intracerebral injection of the antigen 
to which the animal had previously been 
sensitized. It is of interest to note that this 
was accompanied by contralateral convulsive 
seizures. Local anaphylaxis was also pro- 
duced in the rabbit’s eye by Seegal and 
Seegal(4) by sensitizing the anterior cham- 
ber and subsequently reinjecting the same 
antigen intravenously. 


1 Read at the ninety-eighth annual meeting of the 
American Psychiatric Association, Boston, Mass., 
May 18-22, 1942. 

From the Departments of Bacteriology and Psy- 
chiatry, New York State Psychiatric Institute; and 
the Department of Bacteriology, College of Phy- 
sicians and Surgeons, Columbia University, New 
York. 

2 Submitted in partial fulfillment of the require- 
ments for the degree of Doctor of Philosophy, in 
the Faculty of Pure Science, Columbia University. 


These two methods of producing local 
anaphylaxis served as a basis for similar 
studies by Davidoff and ourselves in the 
dog(5, 6, 7) and in the monkey(8, 9, 10). 
Following prolonged contact of antigen with 
one motor area of the brain subsequent intra- 
venous injections of the specific antigen in- 
duced contralateral focal reactions in the 
limbs. The intracerebral injection of antigen 
into monkeys previously sensitized by either 
the intravenous or intracerebral routes(8, 
II) resulted in contralateral focal convul- 
sive symptoms. Histopathologic examination 
revealed lesions characteristic of an Arthus 
reaction. 


EXPERIMENTAL 


In the present investigation recurrent sei- 
zures have been produced in monkeys fol- 
lowing direct application to the brain of 
certain effective immunologic and chemical 
agents.* Eighty-two monkeys have been in- 
cluded in this study. The principal innova- 
tion in technic was the application to the 
pgecentral cerebral cortex of test substances 
placed in a hollow, circular disc of laminated 
linen or fiber. 


A solid rod of such material was tooled on a lathe 
so that the final dimensions were as follows: out- 
side diameter 16 mm., inside diameter 13 mm., height 
2.5 mm., inside depth 1.5 mm., and capacity approxi- 
mately 0.2 ml. Prior to use the discs were autoclaved 
at fifteen pounds pressure for fifteen minutes. They 
were then filled aseptically with the test material, 
inverted against the pia-arachnoid under the dura 
overlying the motor area and sutured in place. The 
surgical procedure was performed under ether anes- 
thesia. A trephine hole was enlarged by rongeurs 
over the motor area to be treated. A linear open- 
ing was then made into the subarachnoid space and 
the disc-slipped through the opening so that it lay 
against the surface of the cortex. The dura was 
sutured with black silk and the wound closed with 
Michel suture clips. 


As will be shown later, only certain of the 
test materials applied to the cerebral cortex 


3 A preliminary abstract has appeared in J. Bact., 
43: 98, 1942. 
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were suitable for the production of seizures. 
Since by the same technic other materials 
failed to cause such reactions, they served 
to control the surgical procedure. 

The convulsive seizures to be described 
occurred spontaneously or were elicited by 
excitation. Reactions were sometimes seen 
upon opening the door of the room or of the 
cage. All animals under observation were 
stimulated periodically by prodding with a 
stick for about one minute while an atten- 
dant noisily struck the cage. On occasion a 
burlap net used for capturing monkeys 
served as an effective threat. The time re- 
quired to induce a reaction in a “susceptible” 
animal varied even in the same animal. 

The most striking feature of the convul- 
sive reactions was the fact that they were 
typically Jacksonian in character. They were 
either unilateral, predominantly unilateral or 
generalized. The duration of a single attack 
varied from about one-half to two minutes. 
In general the seizures observed could be 
designated as acute, intermittent or recur- 
rent. Under acute seizures we have grouped 
either single attacks, or a series which usu- 
ally terminated within one week of onset. 
Intermittent seizures denote those of short 
duration (one or two days) occurring at 
widely-spaced intervals. Recurrent seizures 
refer to a series of frequent attacks over a 
period of months. 

I. CoNVULSIVE SEIZURES INDUCED BY 

IMMUNOLOGIC MEANS 


A. ACUTE SEIZURES 


Four rhesus monkeys weighing 3.5-4.0 
kilos were sensitized with fresh hen’s egg- 
white by repeated intravenous, intramuscu- 
lar or subcutaneous injections until precipi- 
tins were demonstrable in the blood serum. 
In 2 of these animals, a disc containing 
egg-white precipitated by alumina cream * 
was placed over one motor area, while for 
control purposes, a similar preparation of 
gelatin or chicken blood-clot mixed with 
alumina cream was placed over the other 
(Table 1). Several days later, seizures oc- 
curred in both monkeys in the arm contra- 
lateral to the egg-white floc. This was soon 


4For preparation see page 880. 


followed by a series of severe generalized 
convulsions. The remaining 2 egg-white 
sensitive monkeys each received egg-white 
incorporated in “aquaphor” 
area only. 


over one motor 
No reactions were observed. 
The severity of the reactions described 
above, however, did not appear to favor the 
production of a chronic convulsive state. 
Since general sensitivity masked local reac- 
tions it seemed more desirable to sensitize 
locally, and then initiate focal reactivity by 
the intravenous injection of antigen. Two 
methods were employed for this purpose. In 
the first of these, one-half of an ordinary 
capsule (no. trimmed 
down to about 2? of an inch in height, steril- 


gelatin 000) was 
ized in 70 per cent alcohol, and partially filled 
with either 0.3 ml. undiluted egg-white or 
normal horse serum. Circular surgical in- 
cisions were made in the pia over both motor 
areas in the cerebral cortex of 4 monkeys 
prior to the imbedding of the inverted cap- 
sules in the prepared sites. In all 4 monkeys 
a capsule containing egg-white was placed 
over one motor area, and a second capsule 
containing horse serum over the other. The 
antigens were thus in direct contact with the 
exposed brain tissue. After an interval of 
four weeks I ml. of egg-white per kilo was 
injected intravenously into each animal. The 
results of these and subsequent injections of 
egg-white are shown in Table 2. This table 
also includes the results obtained in 2 ani- 
mals sensitized by a second method, which 
consisted of a series of repeated intracere- 
bral injections into the motor area of each 
hemisphere. The contralateral focal motor 
symptoms recorded were considered evidence 
of a specific antigen-antibody reaction in 
the brain, since no convulsive movements 
were observed on the side contralateral to 
the control antigens employed. Symptoms 
of general anaphylaxis were frequently noted 
in conjunction with the focal signs. From 
the above data it may be inferred that a 
state of local cerebral. anaphylaxis had been 
induced. 

5 Manufactured by the Duke Laboratories, Inc., 
Stamford, Conn. Aquaphor is a mixture of alcohols 
and esters of cholesterols (obtained from the non- 
saponifiable part of wool fat) and aliphatic hydro- 
carbons. 
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TABLE 1 


Acute seizures produced by immunologic means. Antigen applied to the brain of 


Convulsive seizures 


Monkey | Sensitized | 
number | to egg-white Interval | Discs on motor cortex | 
Onset | Duration | Opposite 
route | weeks right left days days 
274 | i I EW floc plus tees 3 2! | EW; then imme- 
| Gel. floc*| Gel. floc | diately general- 
| | 1:10 ized 
297 ee See I Chicken EW floc 2 22 EW; 3 hrs. later 
| blood clot | | generalized 
| plus alu- | 
mina | 
cream 
| 
289 | a. ¥., 1. I | EW in 
| Aquaphor | 
| ¥i, m., I EW in 
| Aquaphor | 


Capacity of disc approximately 0.2 ml. 

EW = fresh hen’s egg-white; Gel. = gelatin; flocs prepared by addition of alumina cream. 

* In order to reduce the quantity of egg-white the floc was mixed with 9 parts of gelatin floc. 
1 Both discs removed: no convulsions on day 3; died on day 4. 

2? Moribund: sacrificed. 

Abbreviations—i. v., intravenous; s. c., subcutaneous; i. m., intramuscular. 


TABLE 2 
Acute seizures produced by immunologic means. Antigen injected intravenously 
into locally sensitized monkeys. 


Reactions 
Egg-white 
pee Gelatin capsules in motor cortex intravenously l 
1 ml. per kg. General* | Focal seizures 
right left —. unilateral | opposite 
280 EW! HS! 4 + 
I ++-++ | hand and arm jerks EW 
260 EW | HS 4 O EW 
2 +++4 | fine tremor of hand; EW 
| athetoid posture | 
| 
242 EW | - | HS si 4 ++ groping movements | EW 
of arm 
273 HS | | EW | .. 4 + 
I ++++ 
Intracerebral injections 
right no. of inj. left no. of inj. 
8 EW 2? other 22 3 
proteins 2 ++++ | twitching of face | EW 
17 other 19 | EW | ‘193 | 4 O clonic seizure of arm;| EW 
proteins | facial paralysis 
EW eas hen's egg-white; HS = normal horse serum; inj. = injections. 
0.3 mi. 


20.1 ml. at 5-day interval. 

30.2 ml. at 7-day interval. : : 

* Reactions: +++-+ death; +++ collapse followed by recovery; ++ respiratory difficulty and weakness; + weakness; 
+ slight weakness; O no reaction. 


generally sensitized monkeys. 
—_ 
| 
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B. INTERMITTENT SEIZURES 


In view of the fact that active sensitization 
of brain tissue followed by the intracerebral 
or intravenous injection of antigen has been 
shown to be effective in eliciting acute con- 
vulsive seizures, other immunologic methods 
for producing local anaphylaxis were tested 
in an effort to produce sensitization of the 
cerebral cortex (Table 3). Passive sensiti- 
zation was first attempted. The methods 
used were as follows. Discs containing anti- 
egg-white rabbit serum mixed with aquaphor 
were placed over one motor area in each of 
2 monkeys (nos. 372, 381). One week later 
these discs were removed and replaced over 


with gelatin, which were later replaced by 
discs containing anti-egg-white rabbit serum 
mixed with aquaphor after two and seven 
days respectively. No reactions were ob- 
served except in one monkey. 

This animal, no. 337, merits description. 
Its preparation was as follows: egg-white 
in aquaphor was placed over the right motor 
area, and gelatin in aquaphor over the left 
as control. One week later both discs were 
replaced by anti-egg-white rabbit serum in 
aquaphor. 

Although the monkey had been excited by stimu- 
lation on seven different occasions it failed to react 
convulsively for six weeks after the second opera- 
tion. Thereafter, the following convulsive mani- 


TABLE 3 
Intermittent seizures produced by immunologic means. Local passive sensitization of the brain. 


Treatment of one motor area 


Convulsive seizures 


Monkey 
number | | 
| First disc Interval Second disc* Onset Duration Type 
| days weeks weeks a 
372 | anti EW—aquaphor | 7 EW—aquaphor 1:1 
381 | anti EW—aquaphor 2:1 | 7 EW—aquaphor 2:1 
393 | anti EW—gelatin 1:1 | 2 | EW—aquaphor 2:1 
387. | anti EW—gelatini:t | 7 EW—aquaphor 2:1 
365 | EW—aquaphor 1:1 | 7 anti EW—aquaphor 1:1 
367. | EW—aquaphor 1:1 | anti EW—aquaphor 1:1 
337 **| EW—aquaphor 1:1 , anti EW—aquaphor 1:1 6 ase contralateral; 
clonic 
395 | EW—gelatin 1:1 2 anti EW—aquaphor 2:1 
383. | EW—gelatin 1:1 7 anti EW—aquaphor 2:1 


EW = egg-white; anti EW = anti-egg-white rabbit serum. 


* Placed over area from which first disc had been removed. 


** Other motor area treated as follows: 10% gelatin-aquaphor 1:1 replaced after 7 days by anti EW—aquaphor 1:1. 
*** When stimulated, reacted positively on 3rd, 5tk, 12th and 2oth day after onset; failed to react on 13th and 18th day. 


the same site with others containing egg- 
white mixed with aquaphor. In 2 additional 
monkeys (nos. 393, 387), discs containing 
anti-egg-white rabbit serum mixed with an 
equal amount of 10 per cent gelatin were 
placed over one motor area. The discs were 
removed after two and seven days respec- 
tively, and in each case replaced by egg-white 
in aquaphor. 

Since no reactions occurred, the above 
procedure was reversed, namely, the appli- 
cation of egg-white in aquaphor preceded the 
application of anti-egg-white rabbit serum in 
aquaphor in 3 monkeys (nos. 365, 367, 337). 
Two additional monkeys (nos. 395, 383) 
received discs containing egg-white mixed 


festations were evoked: clonic movements in the 
left hand and supination of the left arm continuing 
for thirty seconds ; three days later—definite twitch- 
ing of the fingers of the left hand; two days after 
this—clonic seizure involving left arm and leg, left 
side of face and ear and left eyelid; seven days 
later—repetition of complete left-sided reaction; and 
finally eight days later—twitching of the left ear 
only. The reactions described were elicited over a 
period of three weeks. No further attacks occurred 
spontaneously or by stimulation, and therefore the 
animal, which had become progressively more ema- 
ciated, was sacrificed one month later. At necropsy 
a lesion was seen in the region of the right motor 
area of the brain, which on histologic examination 
presented the appearance of a typical Arthus 
reaction. 


Further indication that an antigen-anti- 
body reaction might be responsible for local- 
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ized convulsive seizures was obtained as 
follows. Discs prepared as previously de- 
scribed were filled with antigen-antibody pre- 
cipitates, prepared in the usual manner by 
adding egg-white to anti-egg-white rabbit 
serum, and four-times crystallized ovalbumin 
to anti-ovalbumin rabbit serum. The precipi- 
tates formed were washed three times with 


periods of time. The positive reactions which 
were observed in 2 of the 4 monkeys in- 
cluded in Table 4 will be described in detail. 

In monkey no. 338 a disc of each of the 
two antigen-antibody precipitates was placed 
on opposite sides of the brain. 


Forty-eight hours later a series of generalized 
convulsions occurred, of greater intensity on the 


TABLE 4 


Intermittent seizures produced by immunologic means. Specific antigen-antibody 
precipitates applied to the brain of normal monkeys. 


Intermittent convulsive seizures 


_—— Discs on motor cortex Initial Subsequent 
Onset | Duration Nature | Onset* Duration | Nature 
right left days | days | days days | 
338 EW- CEA- | 2 4 generalized; 39 I | head-jerks 
anti-EW | anti-CEA more intense 
on right 
21 ° | tremors of right 
hand; head-jerks; 
| following day: 
tremors of left 
hand; head jerks 
357 CEA- | 
anti-CEA | 
1 
| CEA- | 
anti-CEA! | | 
373 ene CEA- 
anti-CEA 
in 
aquaphor 
1:2 
389 EW-anti- nes 35 2 tremor of left 29 I | arm-jerks (left) 
EW—TB arm 
in 
Aquaphor? 
32 60 clonic seizures of left 


(to date) ft | arm, leg, face 


EW = fresh hen's egg-white; CEA = 4 x crystallized ovalbumin; anti-EW = egg-white precipitins produced in rabbit; 
anti-CEA = crystallized ovalbumin precipitins produced in rabbit; TB = dried heat-killed tubercle bacilli. 


1 Fresh preparation replaced 4 months later. 


2? Approximate amounts: 0.08 ml. specific precipitate, 0.6 mg. tubercle bacilli, 0.12 ml. aquaphor. 


* Interval after last reaction. 


t Because of the frequency and duration of the reactions they could now be classified as “‘recurrent"’ in nature. 


physiologic saline, packed by centrifugaliza- 
tion and used either alone or mixed with 
aquaphor, or with aquaphor and dried killed 
tubercle bacilli. For these and a number of 
other preparations applied to the cerebral 
cortex, aquaphor was employed because of 
its physical nature which permits the reten- 
tion of admixed materials in situ for long 


6 The use of aquaphor and dried killed tubercle 
bacilli was suggested by Dr. Jules Freund. 


7 


right side, which was contralateral to the site of 
application of the crystallized ovalbumin specific 
precipitate. On the following day the reaction had 
subsided and only a few clonic movements in the 
right arm were observed. There was slight edema 
about the right eye. (The experimental production 
of these reactions is in accord with the observation 
of Opie(12) that specific precipitates injected intra- 
dermally cause local skin responses.) The animal 
appeared normal until five days later when sodium 
pentobarbital was administered for electroencephal- 
ography. Upon return to its cage a tremor of the 
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right arm was seen. After an interval of six weeks 
further reactions were noted. These consisted of 
non-rhythmic backward jerking movements of the 
head. They occurred in short series without pre- 
vious stimulation approximately every five minutes 
throughout the day. No reactions were observed 
for the succeeding three weeks. Then a clonic 
seizure of the right hand was seen. The following 
day the head movements recurred at short intervals, 
accompanied by a few sharp tremors of the left 
hand. The animal died three weeks later. At 
necropsy gross softening was present over the left 
motor area (crystallized ovalbumin specific pre- 
cipitate) while on the right there was only a slight 
indentation in the cortex, such as usually followed 
the application of a disc. 


An egg-white specific precipitate mixed 
with killed tubercle bacilli in aquaphor was 
placed in a disc over the right motor area of 
monkey no. 389. Five weeks later, upon 
exciting the animal, twitching of the left 
arm was observed. After a free interval of 
one month a second contralateral clonic sei- 
zure was elicited. One month later a third 
attack occurred. From that time on fre- 
quent seizures have occurred spontaneously 
or been elicited for another nine weeks (to 
date) and therefore may now be classified as 
“recurrent.” Aquaphor alone was not re- 
sponsible for the seizures as will be seen 
later in Table 5. 

The convulsive reactions described in 
monkeys nos. 338 and 389 were of a re- 
curring nature. They are of interest because 
of the fact that an immunologic mechanism 
may have been responsible for their pro- 
duction. 

In order to determine whether egg-white 
alone might be effective in producing con- 
vulsive reactions the following procedure 
was employed. Discs containing egg-white 
in aquaphor were placed over one motor area 
in each of 3 monkeys (Table 5). Five weeks 
later a clonic seizure of the contralateral arm 
was observed in one of these animals after 
a short period of excitation (five seconds). 
The reaction lasted twenty-five seconds. Fol- 
lowing a free interval of seven months dur- 
ing which time two intravenous injections 
of egg-white were administered, clonic move- 
ments of the contralateral leg were seen fol- 
lowing stimulation. Whether or not the re- 
currence of the reaction depended upon the 
subsequent treatment with egg-white, could 
not be determined at this time. In either 
case, it should be noted that the second in- 
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travenous injection had been given six weeks 
prior to the second seizure described. In 
12 monkeys, control preparations of aqua- 
phor alone, or aquaphor mixed with rabbit 
serum, monkey serum or gelatin, were placed 
in discs in contact with the motor area. No 
convulsions were seen. Therefore the inter- 
mittent convulsive seizures observed in the 
reacting animal were presumably due to the 
application of egg-white. One might specu- 
late upon the possibility that egg-white stim- 
ulated the formation of antibodies, which in 
turn reacted with residual antigen at the 
local site. This would be consistent with 
the evidence presented above that the union 
of antigen and specific antibody was capable 
of inducing intermittent convulsive seizures. 

A similar type of response was observed 
in animals treated with typhoid vaccine in 
the following manner (Table 5). In 4 mon- 
keys, either formolized or heat-killed typhoid 
bacilli were mixed with aquaphor and placed 
over one motor cortex. Of the 2 animals 
which had been treated with formolized ty- 
phoid vaccine in aquaphor only one, no. 334, 
responded as follows. 

The first acute attack occurred five days follow- 
ing operation and was confined to the side of the 
body contralateral to the typhoid vaccine. Several 
hours later a similar reaction occurred, during the 
course of which the other side became involved as 
well. After a quiescent period of nine weeks, the 
monkey again reacted upon stimulation with a 
violent clonic seizure of the arm contralateral to 
the typhoid vaccine. This was soon followed by a 
mild clonic seizure of the other arm, and a gen- 
eralized convulsion involving all extremities. Ex- 
cessive salivation was noted. Another generalized 
attack was observed four weeks later, and again 
ten weeks afterwards, at which time it was again 
predominantly contralateral to the typhoid vaccine. 
The convulsive seizures described had therefore re- 
curred intermittently over a period of three months. 
Death occurred five days later. At necropsy a few 
large tuberculous nodules were found in the lungs 
and liver. The brain on gross examination showed 
a severe destructive process which had virtually 
obliterated the cortex under the disc containing 
typhoid vaccine, while on the other side, which had 
been treated with a disc containing a _ control 
preparation of gelatin in aquaphor, only the usual 
indentation over the motor area was present. 


Of the 2 monkeys treated with heat-killed 
typhoid vaccine, one reacted with a brief 
clonic seizure of the contralateral arm eleven 
weeks after operation. After a free interval 
of six weeks, twitching of the contralateral 
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: weeks face and eyelids was noted. For comparison — either separately or combined in the form of 
ed. In heated-killed Proteux X,, vaccine was used a specific precipitate, the seizures which fol- 
on 9% in a similar manner in 2 additional monkeys. lowed were presumably related to the activity 
rabbit No reactions were observed. of the antigen-antibody union. Microscopic 
placed 
ea. No TABLE 5 
e inter- Intermittent seizures produced by egg-white and by typhoid vaccine applied to the 
in the brain of normal monkeys. 
> to the Intermittent convulsive seizures 
specu- 
‘e stim- — Discs on motor cortex Initial Subsequent 
Onset Duration Nature Onset* Duration Nature 
at the 
it with right left | weeks days months days 
. ° 361 EW-aquaphor ia I clonic seizure left (con- 8** | I | clonic seizure left leg 
e union 1:1.3 tralateral) arm 
bserved 333. | EW-aquaphor 10% Gel.- | 
I: aquaphor 2:1 | 
cine in — 
a Form. 10 % Gel.- I I | clonic seizure left arm, | 2% I | violent clonic seizure left 
4 mon- typhoid!- aquaphor leg, lip, eyelid, ear; | | | arm; mild seizure of 
typl id aquaphor I: | tail jerking toward | | right arm, then a gen- 
ypnol O.1:1 left — Later involv- | eralized convulsion, 
| placed ing other arm and | with salivation 
pk leg to lesser degree | , 
animals | | 3%| 1 | generalized 
ize J- | | 6 I | generalized; predomi- 
d ty | | nantly left-sided 
10. 
334 363 Form. 
} typhoid- | } | 
aquaphor | 
s follow- | 
e of the 369 Heated ne 
typhoid?- 
Sev eral - | | 
iring the O.1:1 
olved as 371 ee Heated | or I clonic seizure right arm 4 I twitching right eyelids 
eeks, the typhoid- and face 
with a 
ateral to 
ved by a teus-aquaphor | | 
1a gen- 
ies. Ex- 390 Heated pro- aes 
neralized teus-aquaphor | | 
nd again : 
| | 
vaccine. 
efore re- pone motor cortex | | | 
months. 3 | Aquaphor 
few 2 Aquaphor- | | 
he lungs | monkey serum | | 
, showed 6 Aquaphor- 
virtually | rabbit serum 
ontaining 
I | Aquaphor- 
hich had | 10% gelatin } 
control 
he usual 1 Packed formolized E. typhosa, washed 3 times with physiologic saline. 
2 Packed heat-killed E. typhosa, washed 3 times with physiologic saline. 
ent. 3 Packed heat-killed B. proteus X19, washed 3 times with physiologic saline. 
* Onset from date of operation. 
it-killed ** Egg-white injected intravenously after 5 months and again after 634 months following operative procedure. 
selene From these and the preceding observations examination revealed an Arthus reaction at 
Leeweill it would appear that a state of chronic con- the local site. However, where a single ap- 
lataeal vulsive reactivity had been induced by im- plication of egg-white or typhoid bacilli to 
cet munologic methods. In those cases in which _ the cerebral cortex produced a similar symp- 
antigen and antibody had been introduced, tom-complex, the immunologic pattern was 


8&8 RECURRENT CONVULSIVE SEIZURES 


not clear. Since these substances are of 
known antigenic potency, specific antibodies 
(which were demonstrable in the serum) 
might have recombined with residual antigen 
at the local cerebral site. Whether such com- 
plexes were responsible for the intermittent 
seizures observed, or whether other factors 
such as the primary toxicity of egg-white or 
typhoid vaccine played the determining role, 
has not been established. 


II. CoNVULSIVE SEIZURES PRODUCED BY 
CHEMICAL AGENTS 


A. ACUTE SEIZURES 


In order to delimit the non-specific toxic 
factor in the production of convulsive sei- 
zures, silver oxide and cupric hydroxide, re- 
spectively, were placed in discs on the brains 
of each of 2 normal monkeys.? Both mon- 
keys treated with the silver preparation re- 
acted in essentially the same manner on the 
day following operation, and for five days 
thereafter. This consisted of spontaneous 
clonic convulsive seizures in the contralateral 
hand, arm, face and leg, in the order named. 
There was some variation in intensity and 
extent of involvement. Definite weakness of 
the limbs on the contralateral side was ob- 
served between seizures and persisted there- 
after. No further convulsive reactions were 
observed spontaneously or could be elicited 
by stimulation after the fifth day. 

Of the 2 monkeys treated with cupric 
hydroxide, one reacted six days after 
operation with a clonic seizure involving the 
contralateral arm, face and leg. Two attacks 
were seen, each lasting about ten minutes. 
No further convulsive seizures could be 
evoked. The other monkey showed only 
weakness of the contralateral hand, arm and 
leg, which began three days after operation 
and has persisted without change for several 
months. 


B. RECURRENT SEIZURES 
1. Monkeys 


The production of intermittent seizures by 
methods based upon immunologic principles 
has been described above. However, since 


7 For this suggestion we are indebted to Dr. H. S. 
Simms. 
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these represented sporadic manifestations 
and not an enduring state of convulsive re- 
activity, further trials appeared necessary. 
It is well known that alum-precipitated pro- 
teins are particularly effective in the produc- 
tion of antibodies by virtue of the fact that 
antigen is released slowly over a long period 
of time. In our studies on anaphylaxis in 
the monkey, egg-white proved superior to 
horse serum as well as to the other antigens 
employed(8, 9, 10). Consequently, in pre- 
liminary experiments alum-precipitated egg- 
white was used in discs placed over the motor 
area in order to obtain prolonged contact of 
antigen with brain tissue. In 4 such mon- 
keys, a disc of alum-precipitated egg-white 
was placed over one motor area and for com- 
parison, alum-precipitated horse serum over 
the other motor area. The method of prepa- 
ration was as follows: fresh egg-white, or 
normal horse serum without preservative,® 
was diluted with nine volumes of physiologic 
saline. Two ml. of I per cent common alum 
were added per ml. of original material. The 
precipitate formed was washed twice with 
physiologic saline. It had been planned origi- 
nally to inject both egg-white and horse 
serum intravenously after a suitable incuba- 
tion period in an attempt to induce focal 
cerebral symptoms. However, before this 
procedure could be carried out, all 4 mon- 
keys exhibited violent convulsive seizures on 
the side contralateral to the egg-white floc 
(group A, Table 6). Therefore, no further 
treatment was administered. Four to nine 
weeks after operation 1 of these monkeys 
reacted spontaneously, while the other 3 re- 
sponded to stimulation. Each showed a 
typical unilateral Jacksonian seizure, usually 
beginning in the fingers and extending in 
order, to the arm, face, eyelid and leg con- 
tralateral to the alum egg-white precipitate. 
Such epileptiform attacks could be elicited 
internuttently over a period of many months. 
One monkey, no. 309, still shows clonic 
movements of the contralateral fingers and 
foot after one year. It is of significance to 
record that the discs in all 4 monkeys were 
removed within one week after the onset of 
reactions, but that nevertheless the convul- 


8 Furnished through the courtesy of Dr. R. S. 
Muckenfuss, Director of the Bureau of Labora- 
tories, New York City. 
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9 
ations sive seizures persisted. In addition to the lized ovalbumin or hemocyanin® prepared 
ve re- contralateral symptoms described, the mon- as described above, or formolized typhoid 
Ssary. keys developed generalized seizures two and vaccine without the addition of alum, were 
d pro- one-half to four months after the original placed over the left motor area (group A, 
roduc- attack. Since the seizures first observed oc- Table 6). 
t that curred uniformly contralateral to the site In 9 additional monkeys (group B, Table 
period of the egg-white preparation, it was inferred 6), discs were placed over both motor areas 
a that egg-white was the agent responsible. of the brain, using various combinations of 
lor to Previous experiments had indicated that egg- proteins precipitated by alum according to 
itigens 
1 pre- 
| ege- TABLE 6 
motor Acute and recurrent seizures produced by various aluminum preparations in normal monkeys. 
act of | Average Acute* Recurrent 
mon- Group Preparations over both | No. of | onset of es sr a a 
motor areas monkeys | seizures | | | | 
-white No. | Duration | No. | Duration | Died* | Sacr. | Alive 
r com- days | avg. days avg. months 
prepa- 
ite. or B Alumina cream-precipitated | 10*** 47 3 5 7 6 fi | 
proteins 
ative, 
ologic Cc Alumina te alumina | 6 32 4 7 2 5 I i a 
alum-monkey serum 
|. The 
» with D Alumina cream, one side only | 1 30 I 3 | 0 
“ee } 
origi- E Alumina cream-precipitated 2 55 oO mr 2 8 2 
horse proteins, one side only 
icuba- 
cuba F Empty discs I 
focal Control aquaphor prepara- 
e this tions (table 5) 12 
mon- Totat No. TREATED 39 
res on 
‘e floc Aluminum preparations 26 8 18 
Control preparations 13 
urther 
) nine ~* Died, or killed when moribund. Seizures present up to time of death. 
** Discs removed from brain of 4 monkeys 2—6 days after onset of convulsive seizures. 
ynkeys *** Includes one monkey injected intracerebrally. (not in Table 7). 
ss Sacr. = Sacrificed for pathologic examination. 
3 re- 
ved a 
isually white was particularly effective in the pro- another method. Alumina cream was pre- 
ing in duction of cerebral anaphylactic manifesta- pared by adding a slight excess of I per cent 
x con- tions(8). It was not clear whether the sub- ammonium hydroxide at room temperature 
pitate. sequent development of generalized seizures to a I per cent solution of ammonium alum 
licited (bilateral) was due to a delayed reaction to and the resulting precipitate washed by de- 
onths. the horse serum preparation, to the mechan- cantation until only traces of sulfate re- 
clonic ical transfer of the egg-white particles, or to ™ained in the supernatant fluid. Proteins 
‘s and a crossing-over of the motor discharge by Precipitated by alumina cream have been suc- 
nce to neuronal pathways to the other cerebral cessfully used for immunization by Hektoen 
; were hemisphere. It seemed necessary to test and W elker (13). wo monkeys each dl 
set of further a variety of proteins in an effort to ceived alumina cream-precipitated egg-white 
onvul- determine possible differences in antigenic 0" one side and a similar preparation of 
* capacity. Consequently a disc of egg-white horse serum on the other. Of 4 monkeys 
-abora- hater placed over the right motor area of 3 ® This preparation was kindly furnished to us 
monkeys. For comparison, discs of crystal- by Dr. W. C. Boyd. 
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treated with horse serum floc on one side, 
2 received hemocyanin floc on the other, and 
2 received formolized typhoid vaccine. Of 
3 treated with gelatin floc on one side, one 
received hemocyanin floc and the other 2 
gelatin floc mixed with a small amount of 
egg-white floc on the opposite side. An addi- 
tional monkey, no. 339, was injected intra- 
cerebrally in the region of each motor area 
with 0.2 ml. egg-white floc. Finally, one 
monkey, as control (group F, Table 6), 
was operated in the usual manner and two 
empty discs inserted over both motor areas. 

A detailed description of the reactions 
observed is omitted inasmuch as all the 
monkeys exhibited Jacksonian seizures of 
greater or less intensity, with the exception 
of the one prepared with empty discs. The 
interval from the time of operation to the 
onset of symptoms varied from three to nine 
weeks (except in one instance where after 
one week a reaction occurred opposite hemo- 
cyanin prepared by the first method of alum 
precipitation described). In each animal the 
seizures ultimately became generalized. The 
most striking feature of this experiment, 
however, was the fact that 2 of the 3 mon- 
keys treated with gelatin floc reacted con- 
vulsively first on the side contralateral to the 
site prepared with this material, which is 
known to be non-antigenic. That trauma 
alone was not responsible for the convulsive 
seizures described above is indicated by the 
absence of any reaction in the monkey treated 
with empty discs, or in the 12 monkeys pre- 
viously mentioned (Table 5) which were 
treated with discs containing aquaphor alone 
or aquaphor mixed with rabbit serum, mon- 
key serum, or gelatin (group F, Table 6). 
Since all the preparations in this series (with 
the exception of typhoid vaccine) which had 
produced reactions contained hydrous oxides 
of aluminum (commonly referred to as alu- 
minum hydroxide) it was evident that the 
convulsive seizures were determined by these 
substances. 

Consequently, 6 monkeys were treated 
with alumina cream alone placed in discs 
over both motor areas, or an alumina cream 
floc of their own serum, obtained several 
hours before use (group C, Table 6). After 
an interval of three to seven weeks all 6 
monkeys exhibited Jacksonian seizures which 
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early became generalized. Their severity in- 
creased to such an extent that in 4 monkeys 
the attacks became violent and continuous in 
from three to thirteen days after onset. One 
monkey died four days after its initial sei- 
zure while the other 3 became prostrated and 
were killed. The intensity of these attacks as 
compared with those previously described in 
other monkeys receiving alum-precipitated 
proteins was apparently due to the increased 
amount of available alumina present. (It 
was estimated that the amount of alumina 
cream in the alumina cream protein prepara- 
tions was roughly one-half the volume of the 
total precipitate. ) 

Since the convulsive seizures became gen- 
eralized in all animals which had received 
preparations in both hemispheres, it was of 
interest to determine the nature of the reac- 
tions which might be produced by alumina 
cream placed in contact with a single motor 
area. In 3 monkeys, therefore, the cerebral 
cortex was exposed over one motor area. 
One monkey (no. 292) received a disc of 
alumina cream alone (group D, Table 6) 
which the other two (nos. 351, 355) were 
treated with alumina cream-precipitated egg- 
white (group E, Table 6). Four weeks after 
operation monkey no. 292 exhibited spon- 
taneously a series of violent generalized con- 
vulsions for three consecutive days. Because 
of its moribund state the animal was killed. 
The other 2 monkeys reacted seven weeks 
after operation, one (no. 351) with a spon- 
taneous generalized seizure which later be- 
came predominantly contralateral; and the 
other (no. 355), with a contralateral Jack- 
sonian seizure, induced by stimulation, which 
has recurred for nine months to the present 
time. Occasional Jacksonian involvement of 
groups of muscles on the other side began 
four months after operation and still persists. 

One fact stands out clearly in this experi- 
ment, namely that alumina cream applied to 
one hemisphere was responsible for recurrent 
generalized convulsive seizures. Whether 
this was the result of the motor discharge 
crossing over from the treated to the other 
hemisphere through neuronal pathways, or 
a mechanical transfer of alumina, is still 
an open question. The actual quantity of 
alumina present may also have been of im- 
portance, since the monkey which had the 
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larger dose reacted in a shorter time and 
with greater intensity. The small amounts 
caused reactions of a more delayed type 
which recurred over a longer period. 

A summary of the results obtained in 
26 monkeys treated with alum-precipitated 
proteins, alumina cream-precipitated proteins 
or alumina cream alone placed over one or 
both motor areas is presented in Table 6. 


2. Rabbits 


Alum was applied to the cerebral cortex 
of rabbits by the method previously de- 
scribed in monkeys, except that smaller discs 
were used (4 mm. inside diameter). Each 
of 2 rabbits received a disc over one motor 
area containing: (a) nothing; ()) alumina 
cream alone; (c) alum-precipitated egg- 
white; and (d) alum-precipitated rabbit 
serum. (¢) One rabbit received alumina 
cream on one side and alum-precipitated rab- 
bit serum on the other. (f) Ten rabbits each 
received one disc containing aquaphor alone 
or mixed with egg-white, rabbit serum or 
gelatin. (g) Six rabbits were injected in- 
tracerebrally in one motor area at weekly 
intervals with 0.1-0.2 ml. alumina cream 
suspension diluted 1:5 or 1: 10. 

The results were as follows: (a) No 
reactions. (b) One rabbit reacted three 
weeks later, on two successive days only, 
with occasional clonic movements of the con- 
tralateral (right) foreleg and face, as well 
as torsion of the head toward the right. (c) 
After five months 1 rabbit, following stimu- 
lation for one minute exhibited twitching of 
the contralateral upper lip and eyelid, and 
then of the ipsilateral lip for only twenty 
seconds. (d) No reactions. (e) After 
three weeks a clonic seizure of the foreleg 
and face contralateral to the rabbit serum 
floc was noted. Repeated attacks were ob- 
served during the day at fifteen-minute in- 
tervals. The following day the contralateral 
clonic seizures became more severe in the 
foreleg, face and hind leg, and finally in- 
volved the other side. Profuse salivation was 
observed and death occurred later the same 
day. (f) No reactions—control of experi- 
mental procedure. (g) Two rabbits died 
after the third, and 2 after the fourth in- 
jection. One of the 2 which survived the 
fourth injection, three weeks later exhibited 


twitching of the contralateral foreleg and 
eyelid five hours before death. 

The results obtained by the use of alum 
preparations in the rabbit were characterized 
by their variability. When placed against the 
cerebral cortex, acute contralateral seizures 
were induced in some animals following a 
prolonged interval of normal behavior. No 
recurrent seizures were observed. This 
might be accounted for by the small number 
of animals treated and the fact that the dos- 
ages employed might not have been optimal. 


C. CoMPARISON OF VARIOUS PHysICcOo- 
CHEMICAL AGENTS FOR THE PRODUC- 
TION OF CONVULSIVE SEIZURES 7° 


Acute and recurrent convulsive seizures 
have been produced by application to the 
brain of various alum preparations. In an 
effort to determine the nature of their activ- 
ity a comparison was made with other 
physico-chemical agents such as kaolin, ben- 
tonite, norit, alumina A and alumina B.™ 
The latter, extensively used in the purifica- 
tion of enzymes, are known to have a much 
greater adsorbing capacity than alumina 
cream as ordinarily prepared. The monkey 
which received alumina A reacted spon- 
taneously on the day following operation. 
Clonic movements of the right arm, twitch- 
ing of the right face, and jerking of the head 
to the right were seen whenever the cage 
was approached (Table 7). Similar reac- 
tions were noted on the second, fifth and 
sixth days after operation—but not for three 
weeks thereafter. The monkey which was 
treated with alumina B reacted violently on 
the day following operation with complete 
involvement of the contralateral side. Reac- 
tions were elicited five, eleven and twenty- 
three days later. 

Two monkeys were treated with kaolin. 
Three days after operation, one of these re- 
acted for six minutes on the contralateral 
side. Two days later a similar seizure was 
observed. During the following three weeks 
yo reactions could be elicited. 


10 We are indebted to Dr. Franz C. Schmelkes 
for suggesting this experiment and for assistance 
in obtaining the materials. 

11 These reagents, prepared in Dr. Willstatter’s 
laboratory, were kindly placed at our disposal by 
Dr. Harry Sobotka. 
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One monkey treated with bentonite (a 
clay) reacted on the contralateral side one 
week after operation, but not for nine days 
thereafter. 

Two monkeys treated with norit (birch 
charcoal) failed to react (four weeks ). 

Since the animals described above have 
been under observation for only one month, 
no final conclusions can be drawn as to 
whether the reactions are acute in nature or 
will later prove to be intermittent or recur- 
rent. However, they were characterized by 
rapid onset resembling those obtained with 
cupric hydroxide and silver oxide, but un- 


TABLE 7 
Comparison of chemical agents used for the produc- 
tion of convulsive seizures in monkeys. 


| | 
Preparation | monieys| “onset | duration 
Alumina cream* 8 32 | 6 “te 
10 43 sa 6 
Alumina A I I | 6 
Alumina B I I | 24 
Kaolin 2! 3 | 3 
| 
Bentonite I 7 =. 
Norit 2 
Cupric hydroxide 2! 6 | I 
Silver oxide 2 oe 


* Alumina cream used alone or in combination with proteins 
(averages based on data in table 6). 

** To date 2/15/42. 

1 Reaction observed in only one monkey. 


like those treated with alumina cream in 
which the interval before the onset of symp- 
toms averaged somewhat more than one 
month as may be seen in Table 7. 


III. SumMMARY OF EFFECTIVE METHODS 


A summary of the methods tested for the 
production of convulsive seizures in mon- 
keys is presented in Table 8. (The reactions 
produced by the physico-chemical agents just 
described are omitted here since the work is 
still in progress.) In the first half of the 
table appear the results obtained by im- 
munologic methods, and in the second half, 
those obtained through the use of chemical 
agents. Acute seizures were observed in both 


| May 


groups. Intermittent seizures (those which 
occurred sporadically over a longer period 
of time) followed the use of preparations 
based on immunologic principles. Recur- 
rent seizures, which persisted for many 
months, were produced only by hydrous ox- 
ides of aluminum. It is noteworthy that of 
the monkeys treated with immunologic prep- 
arations approximately one-half reacted with 
convulsive manifestations, while of the mon- 
keys treated with hydrous oxides of alumi- 
num all without exception reacted in a posi- 
tive manner. 


IV. GENERAL CONSIDERATIONS 
A. NEUROPHYSIOLOGY 


1. Clinical Findings 
(he recurrent convulsive seizures pre- 
viously described in monkeys could be char- 
acterized as typically Jacksonian. The attack 
usually began on one side with clonic move- 
ments in the figures of one hand; rapidly 
extending to the arm, then to one side of the 
face, tongue, eyelid, ear, leg and occasionally 
tail; following which, if the reaction became 
generalized, the same order of involvement 
of muscle groups took place on the other 
side. Repeated turning of the head and rapid 
circling of the entire body in the direction 
opposite the predominantly active cerebral 
site were occasionally observed. At the 
height of the generalized seizure the ani- 
mal usually fell on its back and exhibited 
violent rhythmic jerking of all extremities. 
In several instances there was apparent loss 
of consciousness but this was difficult to 
determine. Attacks usually lasted one to 
two minutes, were followed by fatigue, and 
occasionally by what appeared to be con- 
fusion. Recovery, with a return to normal 
behavior, was complete in most cases within 
five minutes. 

As a rule there were no post-operative 
neurologic disturbances, although on several 
occasions a slight transitory weakness or 
paresis was observed. Following seizures 
which were predominantly or solely contra- 
lateral, temporary weakness or paresis was 
not infrequent. The animals favored the 
affected hand or leg and exhibited a markedly 
feebler grasp. Often the hand or foot re- 
mained clenched for some time. Poor coor- 
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Table | 
| Initial treatment 

I General sensitization to EW 

I General sensitization to EW 

2 EW applied to 1 motor area 

2 | EW intracerebrally 1 motor area 
3 EW antiserum in aquaphor I 

motor area 
3 EW in aquaphor 1 motor area 


4 | EW specific ppt. I motor area 


Summary of the methods used for the production of convulsive seizures. 


| CEA specific ppt. other motor | 


area 


4 | CEA specific ppt. 1 motor area 


4 EW specific ppt., TB, aquaphor 
I motor area 


5 EW in aquaphor 1 motor area 


5 Typhoid vaccine in aquaphor 
I motor area 


5 Proteus vaccine in aquaphor 1 
motor area 


S Control aquaphor preparations 


Cupric hydroxide 1 motor area 


7 | 
rg | Silver oxide 1 motor area 
| 
6 Alum-ppt. proteins 2 motor areas 
6 | Alumina cream-ppt. proteins 1 


motor area 


6 Alumina cream-ppt. proteins 2 
motor areas 


6 Alumina cream I motor area 
6 Alumina cream 2 motor areas 
6 Empty discs 2 motor areas 


| Chemical methods 


| 


TABLE 8 


| 


Immunologic methods Pas | 
| Convulsive 
seizures 
Subsequent treatment animals ——— 
EW floc on motor cortex | 2 2 Acute 
EW in aquaphor on motor | 2 oO None 
cortex | 
EW intravenously 4 3 Acute 
EW intravenously 2 2 Acute 
EW in aquaphor at same site 3 oO None 
EW antiserum in aquaphor at | 3 I Intermittent 
same site | 
I I Intermittent 
T 
2 None 
I I Intermittent 
3 I Intermittent 
4 2 Intermittent 
| 2 o None 
| 
| 12 None 
| | 
2 I Acute 
| 
ee 2 Acute 
| 
7 Recurrent 
2 2 Recurrent 
10 3 Acute 
7 Recurrent 
1 | I Acute 
6 4 Acute 
2 Recurrent 
| I fe) None 


EW = egg-white; CEA = crystallized ovalbumin; TB = heat-killed tubercle bacilli; specific ppt. 


precipitate; ppt. = precipitated. 


= antigen-antibody 


| 
| 
| 
i 
| 
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dination was evident. Abnormalities in mus- 
cle tone and reflexes were variable, increased 
or diminished activity alike being noted. 
Dilatation of the pupils and increased saliva- 
tion were seen, but these were not constant 
findings. Occasionally fine tremors of the 
tongue, fingers or lips were observed, but 
usually the movements were coarser. Clonic 
jerks of the arm in one monkey were counted 
and numbered 66 per minute. It is of further 
interest that there was no evidence of a low- 
ering of the convulsive threshold in suc- 
cessive reactions in the same animal, nor of 
any increased predisposition following a 
series of attacks. If anything, there was a 
tendency toward a diminution of the severity 
of the symptoms or a reduction of their num- 
ber as time went on. Moreover, in any one 
day it was impossible to elicit by stimulation 
more than three reactions. 


2. Electric Shock 


The convulsive seizures in monkeys de- 
scribed above occurred spontaneously, or 
were elicited by stimulation. Since the in- 
tensity of the stimuli was neither constant 
nor measurable, electric shock was employed 
for the purpose of inducing reactions. The 
Rahm “electroshock” apparatus, for the elec- 
tric shock treatment of patients with mental 
disorders, was used in an identical manner 
on monkeys except that the head electrodes 
were smaller. The first 2 monkeys to be 
tested had been previously treated with discs 
containing alumina cream-precipitated egg- 
white over one motor area. A series of re- 
current Jacksonian seizures had been ob- 
served which later became generalized, but 
which continued to be predominantly contra- 
lateral. Two additional monkeys were in- 
cluded which had been treated bilaterally with 
alum preparations. Initially each reacted 
unilaterally. Later generalized seizures oc- 
curred, with marked predominance of symp- 
toms on the other side. Four monkeys 
treated with aquaphor alone or aquaphor 
mixed with monkey or rabbit serum, in 
which no reactions had been observed, served 
as controls. The results of electric shock are 
shown in Table 9. 

From the table it will be seen that in the 
animals treated with a single alum floc, the 
initial reaction to the electrical stimulus oc- 


curred on the side in which reactivity had 
been predominant prior to test. In the con- 
trol monkeys only symmetrical seizures were 
observed. It is of further interest to note 
that in the 2 monkeys treated bilaterally, 
electric shock elicited a unilateral seizure on 
the side which had become predominantly 
reactive during the preceding few months. 
Increased voltages caused generalized sei- 
zures in all animals, as was to be expected. 
Electric shock in these monkeys therefore 
confirmed the clinical observations previously 
recorded and clearly indicated a lowered 
threshold of reactivity of one side of the 
brain. 
3. Electroencephalography 


records were 
made of 25 monkeys which had previously 
exhibited convulsive manifestations, and of 
10 additional monkeys in which control prep- 
arations placed in discs over the motor cortex 
failed to induce seizures. Three normal un- 
operated monkeys served as further controls. 
A two-channel, push-pull amplifying system 
with attached ink-writers was used. Six 
small solder electrodes were attached to the 
scalp over the opposite corresponding pre- 
frontal, motor and occipital areas. Record- 
ings were made simultaneously from each 
side of the head using the electrodes in 
different combinations. This study has been 
reported elsewhere(14). The records indi- 
cated that the greatest degree of abnormality 
in animals with convulsive seizures was ob- 
served in the precentral cortex and the imme- 
diately surrounding area. Abnormal electro- 
cortical activity of one hemisphere was asso- 
ciated with contralateral convulsive seizures. 
In animals with generalized seizures electro- 
encephalographic abnormalities were evident 
on both sides but were greater in the pre- 
dominantly active cortex. However after a 
period of approximately six months the bi- 
lateral differences became less marked and 
the incidence of slow potentials diminished 
in spite of the fact that the generalized clin- 
ical manifestations persisted. It is of interest 
to note that in several of the monkeys the 
spike and wave pattern, so frequently ob- 
served in human beings with petit mal, was 
recorded immediately preceding, during and 
after a seizure. As with electric shock, there- 
fore, electroencephalography confirmed the 
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clinical findings in monkeys with experi- 
mentally induced seizures. 


4. Luminal and Dilantin Therapy 


Since luminal and dilantin are of proved 
therapeutic value in human epilepsy, it was 
of interest to test their effect on the experi- 
mentally induced seizures described. One of 
the monkeys, which developed convulsive at- 
tacks following the insertion of discs con- 
taining alum-protein preparations, reacted 
so violently and continuously that its condi- 
tion could be considered analogous to a status 


for a few days and continued sporadically until the 
animal was sacrificed one week later. 


A group of 4 monkeys with recurrent con- 
vulsive seizures were stimulated daily for a 
preliminary observation period of fourteen 
days. Three of these exhibited, spontane- 
ously or by stimulation, generalized or occa- 
sionally predominantly one-sided seizures al- 
most every day. The fourth monkey, no. 355, 
had unilateral seizures almost exclusively. 
Two received luminal by mouth in amounts 
increasing up to 3 grains per day for seven- 
teen days, and 2-4.5 grains subcutaneously 


TABLE 9 
Convulsions induced by electric shock in monkeys exhibiting recurrent seizures. 
number reparation Convulsive seizures Electric Shock 
Test Motor Initial Predominant | Initially 
material area side side reacting side 
351 Alum-EW L R and L R R 
355 | Alum-EW R 
| | 
fAlum-EW R | L 
3 | \Alum-Hem. L 
16 | {Alum-RS R | L 
3 | \Alum-RS a R R 
Controls 
358 Aquaphor L none symmetrical 
359 Aquaphor L none symmetrical 
308 Aquaphor-serum 308 R none symmetrical 
364 Aquaphor-RS L none | symmetrical 


epilepticus. Treatment with luminal resulted 
in marked improvement. 


This animal weighing 2.8 kilos was injected 
subcutaneously at three-hour intervals with luminal 
sodium (1, I and 0.5 grains respectively) and again 
with 1 grain on the following day. One hour after 
the second injection, while the monkey was asleep, 
the only visible sign of reactivity was a slight 
bobbing of the head. The next day, the animal’s 
condition was much improved and, in addition to 
the head movements, clonic movements of one arm 
were observed. Twenty minutes after the final dose 
of luminal all abnormal movements ceased. During 
the succeeding three days the clonic movements of 
the arm reappeared only when the monkey was 
frightened. On the third day there was also noted 
a brief generalized seizure. Three weeks later the 
localized clonic movements of the arm reappeared 


thereafter, totalling an average of 58 grains. 
The other two received 3-4.5 grains of 
dilantin ** orally for twenty-one days, total- 
ling an average of 65 grains. During treat- 
ment the monkeys were stimulated daily and 
for approximately two weeks thereafter. 
The results are presented in Table ro. 
From Table ro it will be seen that luminal 
markedly reduced the number of days dur- 
ing which seizures could be elicited. How- 
ever, although in monkey no. 339 the inci- 
dence of generalized seizures was reduced 
more than half, a fine tremor of the fingers 


12 Obtained through the courtesy of Dr. T. J. 
Putnam. 


(Mey 
> con- 
were 
note 
Alum = alumina cream; EW = egg-white; Hem. = hemocyanin; RS = rabbit serum; R = right; L = left. j 
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of one hand was observed on five of the 
days which were recorded as negative. Dur- 
ing the post-treatment observation period an 
increase in convulsive reactivity was noted 
in both monkeys. One of the two monkeys 
treated with dilantin responded favorably. 
Moreover, the lowered incidence of seizures 
remained constant during the post-treatment 
period. 

While no conclusion can be drawn because 
of the limited number of animals used, the 
evidence suggests that treatment with lumi- 
nal and dilantin reduced the incidence of 
convulsive seizures. 


B. SEROLOGY 


Throughout this investigation whenever 
antigens were applied to the cerebral cortex, 


[May 


relatively high titer, but their concentration 
did not appear to bear any relation to the 
presence or absence of seizures. 

Since histopathologic examination revealed 
a certain degree of alteration of brain tissue 
in monkeys exhibiting convulsive seizures, 
whether produced by immunologic or chemi- 
cal means, the possibility of the formation of 
a new protein complex of brain was con- 
sidered. If such a complex were antigenic 
then brain antibodies might be demonstrable. 
However a search for their presence proved 
negative. Briefly, the technics employed 
were as follows: 

(a) Complement fixation: Saline suspensions of 
residues of alcoholic brain extracts served as anti- 
The usual hemolytic system was employed 
and tests read after incubation for one hour at 37 C. 
(b) “Kahn” test: Cholesterinized alcoholic extract 


gens. 


TABLE 10 
Luminal and dilantin treatment of convulsions induced in monkeys. 


Dosage | 


Number Drug } 
| | No. of 
days 
grains | | 
351 Luminal 52 14 
339 Luminal 64 14 
311 Dilantin 66 14 
355 Dilantin 64 14 


| 


Preparation of motor areas: 351—EW alum floc on left; 330—EW alum floc intracerebrally into both; 


Before treatment 


During treatment \iter treatment 


Days with No. of Days with No. of Days with 


seizures ays seizures days seizures 
Il 20 2 17 6 
12 23 8 2 2° 
I2 2! 8 16 6 
I4 21 21 16 16 


311—formolized 


typhoid vaccine on left, horse serum alum floc on right; 355—-EW alum floc on right. 
* Died. 


periodic examinations were made of the 
blood serum to determine the presence of 
specific antibodies. The usual antigen-dilu- 
tion method was employed for the detection 
of precipitins, as well as the usual serum- 
dilution method for agglutinins, and several 
methods to be described for brain antibodies. 

Monkeys show only low concentrations of 
precipitin even after prolonged immunization 
with egg-white or horse serum (9, 10). Con- 
sequently, it was not surprising that, follow- 
ing a single application to the brain of a 
relatively small amount of egg-white, only 
traces of precipitin were demonstable. It 
was therefore impossible to establish signifi- 
cant differences which might have been cor- 
related with the onset of seizures. Typhoid 
and Proteux X,» agglutinins were found to 


of rabbit brain was used as antigen. (c) Modified 
flocculation test: A sensitive antigen was prepared 
from alcoholic extract of brain. Following evapora- 
tion on a steam bath, the residue was ground with 
fifty times its weight of physiologic saline and the 
suspension incubated for two hours at 40 C. After 
contrifugalization for thirty minutes at 2500 r.p.m. 
the sediment was placed in the ice-box overnight. 
On the following day it was suspended in saline, 
centrifugalized, and the cloudy supernatant dis- 
carded. This procedure was repeated twice. The 
sediment was stored in the ice-box as a heavy sus- 
pension, and diluted for use so that the final 
turbidity after addition of serum matched no. 2 
on the MacFarland scale. To 0.5 ml. of antigen 
suspension was added 1 ml. of each serum dilution. 
The serum had been previously heated at 56 C. for 
one-half hour. Flocculation was recorded after 
refrigerating the mixtures overnight. In a compara- 
tive test with an anti-sheep-brain rabbit serum the 
limiting positive reaction occurred in a 1: 5000 
dilution of serum. However, serum obtained from 
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normal rabbits and monkeys often flocculated at 
dilutions of 1: 20 and occasionally at 1: 40. There- 
fore no reactions were considered significant unless 
they exceeded these levels. Antigens prepared in a 
similar manner from alcoholic extracts of liver, 
lung, kidney, heart and red blood corpuscles, gave 
no reaction with the anti-brain rabbit serum men- 
tioned above. Thus specificity of the modified brain 
antigen was established. For comparison, antigen 
prepared in the usual manner (saline suspension of 
alcoholic brain extract residue) and used within 
several hours gave positive complement fixation 
and flocculation reactions with the same anti-sheep- 
brain rabbit serum at a limiting serum dilution of 
1:200. The relative increase in sensitivity of the 
modified antigen offered the possibility of detecting 
brain antibodies which might otherwise not have 
been demonstrable. 


However, several samples of serum ob- 
tained from monkeys immunized by paren- 
teral injections of rabbit brain also proved 
negative.* The failure to detect brain anti- 
bodies in these serums as well as in those 
obtained from monkeys with convulsive sei- 
zures does not necessarily exclude their pres- 
ence, and is consistent with the failure of 
other investigators to demonstrate brain anti- 
bodies in any animal species other than the 
rabbit. The development of more suitable 
methods might perhaps yield positive results. 


C. HISTOPATHOLOGY 


The histopathologic examination of the 
brain of animals which have died or been 
sacrificed includes so much technical detail 
that a complete report will be made else- 
where. The principal findings are outlined 
here. 


Methods 


All animals, with the exception of a few which 
died in the acute phase, were sacrified after suffi- 
cient time had been allowed for careful clinical ob- 
servation. The usual methods of sacrifice were in- 
travenous air embolism or exsanguination. Blocks 
of areas of the brain under examination were placed 
in 10 per cent neutral formalin, 70 per cent alcohol, 
or formol bromide solution. The stains performed 
on most of the specimens included: hematoxylin- 
eosin; Spielmeyer or Weigert method for myelin 
sheaths; Bielschowsky-Plien stain for nerve cells; 
scharlach R or sudan III for fat; Hortega silver 
carbonate method for microglia and oligodendroglia, 
and the Cajal gold sublimate method for astrocytes. 
In some cases where the time between operation and 
sacrifice justified it, the Marchi method for de- 


18 These were kindly placed at our disposal by 
Dr. J. E. Smadel. 


generating myelin sheaths was used on blocks of 
the upper cervical cord to detect the presence of 
any degeneration in the pyramidal tracts. In cer- 
tain cases the Bielschowsky method for neurofibrils 
was also used. 


As one might expect in such a large series 
of animals and with a surgical procedure in- 
volving the application of different foreign 
materials to the cortex, considerable varia- 
tion resulted in the histopathologic changes 
observed. One might well expect such varia- 
tions even with the relatively uniform surgi- 
cal procedure because of the variability in 
the pressure relationships between dura and 
underlying cortex, as well as variations in 
the vascular pattern and even in the cortical 
structures from animal to animal. For pur- 
poses of classification the material was di- 
vided into the following groups: 

(1) Cases in which discs containing cer- 
tain immunologic preparations applied to 
the cortex of normal monkeys, or discs con- 
taining specific antigen applied to the cortex 
of previously sensitized monkeys resulted in 
an acute, essentially destructive cortical proc- 
ess at the site of the disc. The seizures in 
the former were intermittent, while in the 
latter they were of the acute type. 

(II) Cases in which discs containing vari- 
ous alumina preparations applied to the cor- 
tex of previously untreated monkeys resulted 
in the production of a chronic proliferative 
meningocortical process. In this group, after 
a long, rather variable period following oper- 
ation, acute or recurrent seizures were ob- 
served in every case. 

(III) Cases in which the application of 
empty discs or discs containing control aqua- 
phor preparations resulted in the formation 
of a meningocortical process, as in group II. 
In these cases no seizures occurred at any 
time. 

A few typical cases will be presented 
which illustrate each of the several main 
types of results obtained. 

Group I—Cases in which the application 
of immunologic preparations to the cortex 
resulted in an acute essentially destructive 
cortical process at the site of the disc. 


Monkey 297 (Table 1): The animal was sensi- 
tized to egg-white prior to operation. A disc con- 
taining egg-white floc was applied to the left motor 
area and a disc containing alum-chicken-blood clot 
to the right motor area. Forty-eight hours later 
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the first seizure occurred. This was severe and 
involved the entire right side including the face, 
tongue and the upper and lower extremities. Sei- 
zures of this type occurred frequently with in- 
creasing prostration until the animal was sacrificed 
72 hours after operation. 

This case revealed on the left a localized acute 
destructive hemorrhagic encephalopathy limited 
mainly to the superficial areas of the cortex. On 
the right the process was not that of a hemorrhagic 
encephalopathy but rather of a slight incipient reac- 
tive progressive process. The findings on the left 
were consistent with a beginning Arthus phe- 
nomenon in the superficial layers of the cortex, 
while those on the right appeared to be related to a 
beginning progressive process associated with the 
cortical application of a more or less “irritative” 
foreign body. 

Monkey 337 (Table 3): A bilateral operation 
was performed in which egg-white in aquaphor 
was applied to the right motor cortex and gelatin 
in aquaphor to the left. One week later these discs 
were removed and replaced with discs containing 
egg-white antiserum in aquaphor. The first sei- 
zure, six weeks later, was unilateral (left side). 
During the following three weeks there were fre- 
quent seizures confined to the left side. For the next 
month no seizures occurred, but since the general 
condition of the animal had deteriorated it was 
sacrificed. Grossly the brain revealed severe local- 
ized pathologic changes on the right side under the 
disc. Microscopically, this hemisphere showed an 
acute destructive hemorrhagic encephalopathy con- 
sistent with the pathologic diagnosis of an Arthus 
phenomenon. On the left side the general configura- 
tion of the cortex appeared essentially normal with 
no indications of gross softening, but rather showed 
evidence of a chronic progressive reactive patho- 
logic process such as will be described in group II. 


Group II—Cases in which the application 
of various alumina preparations to the cortex 
of a previously untreated animal, resulted 
in the production of a chronic proliferative 
meningocortical process. 


Monkey 292 (Table 6, group D): Alumina cream 
was applied to the left motor cortex. One month 
after operation, a series of generalized seizures con- 
tinued until the animal was sacrificed 48 hours later. 
Grossly, the pathologic changes in the brain were 
confined to the left cortex where there appeared an 
indentation over the arm and face region of the 
motor area. The disc could be easily removed, and 
there was no evidence of softening. Microscopic 
examination of this area revealed the following: 

A chronic progressive pathologic process involved 
the meninges and outer cortex in the region of the 
brain underlying the disc. There was a slight ac- 
cumulation of cells of the lymphocytic variety 
predominantly in the subarachnoid space of this 
region and extending slightly downward into the 
sulci, and to a lesser extent occasionally into the 
subpial perivascular spaces. The pia and arachnoid 
were thickened, showing a proliferative mesodermal 


reaction. In the cortex, considerable change was 
seen in the nerve cells both as to orientation of axis 
and structure. Few acute changes in the cells were 
observed, although occasionally cells undergoing 
an acute process of degeneration were seen. The 
usual changes in the region of the disc appeared to 
be a shrinkage of the nerve cells, in which the 
cytoplasm was more darkly and homogeneously 
stained than usual, and the cell body more elongated. 
Many cells, however, still remained within essen- 
tially normal limits. There was a considerable in- 
crease in glia nuclei, as seen with the nerve cell 
stain. In general, the long axes of the nerve cells 
differed from normal in their arrangement, which 
at times was almost parallel to the wall of the pres- 
sure cavity formed by the disc. A small increase in 
the number of blood vessels appeared in the cortex 
underlying the disc. The vessel walls seemed 
slightly thickened in places, but there was no evi- 
dence of acute degeneration within the walls. The 
myelin sheath stains revealed normal structure of 
the myelin sheaths in the white matter underlying 
the disc. The glial stains showed evidence of a 
chronic progressive glial reaction. Many of the 
microglia appeared larger than usual, with elon- 
gated bodies grossly resembling large rod cells. 
Over the long axis these were again arranged in 
the same direction as the long axis of the nerve 
cells. The astrocytes showed a considerable increase 
in number with a fibrous astrocytic gliosis. Many 
of these appeared attached to the meningocortical 
adhesion. The oligodendroglia showed only a pro- 
cess of acute swelling which, however, seemed to 
be generalized throughout the whole cortex, indica- 
tive perhaps of the antemortem state of the animal. 
Myelin sheath stains of the upper cervical cord did 
not reveal any degeneration in the pyramidal tracts 
of either side. The right (untreated) side of the 
brain studied by similar methods failed to reveal 
any definite pathologic changes except for the acute 
swelling of the oligodendroglia. 

In summary, this animal presents the picture of a 
chronic adhesive proliferative process invoiving the 
cortex underlying the disc and the pia-arachnoid in 
relation to it. There was no evidence of any change 
suggestive of an Arthus phenomenon. ‘The process 
involved essentially the glia, which undoubtedly 
were reacting in response to a chronic irritative or 
pressure factor. It is noteworthy that this ani- 
mal, despite strictly unilateral cerebral pathologic 
changes manifested bilateral generalized convul- 
sive seizures. 

Monkey 327 (Table 6, group B): Alumina 
cream-precipitated egg-white was applied to the 
right motor cortex and alumina cream-precipitated 
horse serum to the left. Bilateral clonic seizures 
occurred 7 weeks after operation and from then 
on recurred over a period of 3 months, at which 
time the animal was sacrificed. Examination of 
the brain showed a bilateral chronic proliferative 
response involving particularly the glia and pro- 
liferative elements of the pia-arachnoid. 

Monkey 320 (Table 6, group A): Alum-precipi- 
tated egg-white was placed over the left motor 
cortex and alum-precipitated horse serum over the 
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right. Unilateral seizures were noted 7 weeks after 
operation. These were confined to the right side 
for 11 weeks when generalized seizures developed 
and recurred until the animal was sacrificed. The 
total period of reactivity was 9 months. 

The brain of this animal showed a bilateral 
chronic progressive proliferative reactive type of 
response in the meninges in the region of the 
meningocortical scars and also in the cortex, espe- 
cially in relation to the microglia and astrocyte 
elements. There was also evidence of pathologic 
change due to pressure, particularly in the nerve 
cells. The reaction was essentially the same in 
type and in degree on both sides. 


From the outline of results presented 
above it is particularly interesting to note 
that the histopathologic findings were es- 
sentially the same regardless of whether the 
seizures were acute (48 hours) or recurrent 
(3-9 months). This would indicate that the 
pathologic process, initiated by the surgical 
trauma, the presence of the disc and its 
content of hydrous oxides of alumina, did 
not appear to be intensified by a series of 
recurrent convulsive seizures. 

Group III.—Cases in which the applica- 
tion of empty discs or discs containing con- 
trol aquaphor preparations resulted in the 
formation of a meningocortical process as 
in group II, but in which no seizures oc- 
curred at any time. 


Monkey 340 (Table 6, group F): Empty discs 
were placed over the face and arm areas of both 
motor cortices. Following operation no unusual 
symptoms occurred, and no convulsive reactions 
were elicited by stimulation during an observation 
period of 6 months. At that time the animal was 
sacrificed for pathologic examination. No gross 
abnormalities were noted except in the nervous 
system. 

Microscopic examination of the brain revealed a 
picture similar to that described above in monkey 
no. 292 (group II) which showed a definite pro- 
liferative type of response in the glia and pia-arach- 
noid as well as certain changes in the nerve cells. 
These reactions might have been associated with 
pressure as evidenced by an indentation in the 
cortex under each disc. It is significant that this 
animal, no. 340, despite the presence of pathologic 
changes similar to those described in monkeys with 
convulsive seizures, at no time exhibited an ab- 
normal reaction. 

Monkey 333 (Table 5): A disc containing aqua- 
phor mixed with gelatin was placed over the left 
motor cortex (and aquaphor mixed with egg-white 
over the right). Since no convulsive reactions 
could be elicited, and since neither gelatin nor 
aquaphor were ever found effective in the produc- 
tion of seizures, the pathologic changes here ob- 
served were considered as another type of control. 


In general, the nerve cells showed neither shrink- 
age nor gross disorientation of the axis. There 
was only a very slightly increased glial response 
at the surface of the cortex. The reaction was 
essentially the same on both sides of the brain. 


In summary, the pathologic findings ap- 
peared to be of two main types: (1) Acute. 
The lesion, although showing some evidence 
of a progressive reactive response, was pre- 
dominantly destructive. This hemorrhagic 
encephalopathy was considered an Arthus 
reaction of the cortex and was usually asso- 
ciated clinically with acute or intermittent 
convulsive seizures produced by immunologic 
means. (2) Chronic. The pathologic re- 
sponse was basically a progressive, prolifera- 
tive reaction involving the cortex and over- 
lying meninges. Changes were observed in 
the nerve cells, the mesodermal elements of 
the meninges and the glia of the cortex. This 
type of reaction was observed in animals 
treated with alumina preparations, aquaphor 
preparations or empty discs. However, since 
hydrous oxides of aluminum, which caused 
convulsive seizures, produced a more marked 
pathologic response, it was apparent that 
these active preparations in themselves ex- 
erted an irritative influence. 

It is of interest in this connection that 
Penfield(15) in his study of “epileptogenic 
brain lesions”, especially those dealing with 
meningocerebral cicatrix, described patho- 
logic changes which correspond basically with 
those noted in our monkeys with recurrent 
seizures. 


DISCUSSION 


Acute convulsive seizures have been pro- 
duced experimentally in animals by a num- 
ber of investigators. To the various means 
previously employed, we have added (a) im- 
munologic methods, and (b) other physico- 
chemical agents. The former have included 
the application of specific antigen to the sur- 
face of the cerebral cortex of generally sensi- 
tized monkeys, and conversely, the intra- 
venous injection of antigen into monkeys 
previously sensitized at a local cerebral site. 
The latter have consisted in the application 
to the cortex of previously untreated mon- 
keys of hydrous oxides of aluminum, kaolin, 
bentonite, cupric hydroxide and silver oxide. 

The production of intermittent and recur- 
rent seizures is of particular interest be- 
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cause of its application to the problem of 
human epilepsy, which is characterized by a 
state of chronic convulsive reactivity. The 
intermittent type has been observed by us 
after treatment of the brain of normal mon- 
keys with a single prolonged application of 
such immunologically active materials as egg- 
white, typhoid vaccine or antigen-antibody 
precipitates. The mechanism responsible for 
these sporadic manifestations is not clear, 
but the following hypothesis offers a possible 
explanation. The antigens stimulate the for- 
mation of antibody, which in turn unites 
with residual antigen at the local cerebral 
site. Evidence that an antigen-antibody 
union may be responsible for acute seizures 
has already been presented. In order to 
explain the sporadic nature of the succeed- 
ing attacks, it may be assumed that effective 
concentrations of antibody develop in cycles. 
Either the antigen, or the antigen-antibody 
combination, may after a period of time, 
stimulate the formation of more specific anti- 
body. When this again reaches an optimum 
concentration at the local site, it recombines 
with residual antigen or antigen-antibody 
complex, to precipitate another attack. An 
alternative explanation may be based upon 
the fact that the preparations employed were 
complexes containing more than one antigen. 
The effective concentration of each antibody 
may well be attained at different times, so 
that successive convulsive attacks are caused 
by various antigen-antibody combinations. 
However, it is not possible to rule out, as an 
etiologic factor in the production of the con- 
vulsions described, the primary toxicity of 
the substances used. 

Recurrent seizures, which were of greater 
frequency and duration than the intermittent 
type, were produced by a single application 
of hydrous oxides of aluminum to the brain 
of normal monkeys. This state appeared to 
be due to direct chemical activity, although 
it is not inconceivable that it was the ex- 
pression of an immunologic process. In 
effect, the monkey might have become sensi- 
tized to either the chemical substance itself, 
or to some new antigenic complex formed 
as a result of its action on tissue. 

The differentiation between immunologic 
and chemical methods for the production of 
seizures is arbitrary, since immunologic re- 
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actions are essentially chemical in nature. 
However, this separation was made because 
the resulting clinical course varied in pattern. 
In neither type is the underlying mechanism 
clear. Possible differences in the frequency 
and duration of convulsive reactivity (i.e. 
acute, intermittent, recurrent) might have 
been due to a quantitative, rather than a 
qualitative, physiologic alteration either of 
the cortical nerve cells, or of the surrounding 
tissues. Of a variety of substances tested, 
only certain immunologic materials and 
alumina preparations proved effective. How- 
ever, it is not unlikely that other agents 
might under suitable conditions produce 
similar results. The fact that nerve cells do 
not regenerate or increase in number after 
a certain age might indicate that in the 
chronic condition (recurrent seizures) the 
individual nerve cells had been permanently 
damaged. 

Surgical trauma, alone, could not have 
caused the reactions observed, since the same 
operative procedure was employed with a 
number of aquaphor preparations, none of 
which caused seizures. The previous experi- 
ence of one of us (S. E. B.) has established 
the fact that in over one hundred cortical 
operations performed in monkeys, recurrent 
convulsive reactions were never encountered 
during the year following operation. The 
convulsive seizures here reported were there- 
fore caused by the test substance applied to 
the cerebral cortex. However, trauma might 
have served to localize or prepare the site 
for the reaction, by virtue of certain struc- 
tural or functional alterations in the sur- 
rounding tissues, such as nerve cell damage, 
cellular response and vascular changes. 

Histopathologic examination of the brain 
of monkeys which had exhibited intermittent 
convulsive seizures showed an acute, de- 
structive process characteristic of an Arthus 
reaction. Because of the severity of the con- 
dition, the changes observed did not appear 
to throw light upon the mechanism involved 
in the production of a seizure. Microscopic 
examination of the brain of monkeys in 
which a series of recurrent seizures had been 
induced, also failed to account for the con- 
vulsive state. A chronic, proliferative men- 
ingocortical process, which showed evidence 
of nerve cell damage, vascular change and 
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glial response, was also encountered in non- 
reacting control animals treated with aqua- 
phor preparations or empty discs. Although 
the changes observed in the controls were 
essentially the same in type, they were some- 
what less marked in degree. There remains 
the possibility that histologic methods at the 
present time are not sufficiently sensitive to 
detect the significant changes which might 
have taken place in the reacting animals. 

Serologic studies have likewise failed to 
elucidate a basis for the convulsive manifes- 
tations observed. No correlation could be 
established between the appearance or con- 
centration of specific precipitins or agglu- 
tinins and the onset of symptoms. Since 
there was evidence of brain tissue destruc- 
tion it seemed reasonable to postulate the 
formation of new antigenic brain complexes. 
However an intensive search for brain anti- 
bodies proved negative. The possible exis- 
tence of brain or other organ antibodies was 
not thereby excluded, since in many in- 
stances, by employing the usual methods, we 
have found the monkey capable of producing 
only low concentrations of circulating anti- 
body. Furthermore, even though small 
amounts of organ antibody had been formed, 
adsorption upon the corresponding tissue 
might have prevented their appearance in the 
circulation. 

The convulsive seizures observed have 
been either typically Jacksonian in nature 
or generalized. In unilateral attacks the side 
involved was always contralateral to the 
effective agent applied to the cerebral cortex 
over the motor area. Even in generalized 
attacks contralateral symptoms often pre- 
dominated. These features have been amply 
confirmed both by the use of electric shock, 
which in low voltages elicited solely contra- 
lateral symptoms, and by electroencephalog- 
raphy. The clinical findings have therefore 
heen consistent and uniform. Since luminal 
and dilantin were found to lower the inci- 
dence of these induced seizures, the methods 
employed by us offer the possibility of study- 
ing anticonvulsant drug therapy in animals. 

From a broader point of view, the recur- 
rent convulsive seizures produced experi- 
mentally in monkeys offer a basis for the 
study of the mechanisms underlying human 
epilepsy. 


SUMMARY 


Acute, intermittent and recurrent convul- 
sive seizures have been induced in monkeys 
by the application of discs containing various 
immunologically and chemically active sub- 
stances to the cerebral cortex overlying the 
motor area. Acute seizures were either single 
attacks, or a series which usually terminated 
within one week of onset. Intermittent sei- 
zures occurred at widely-spaced intervals 
over a period of weeks or months. Recur- 
rent seizures were frequent in occurrence 
(often daily) and persisted for many 
months. The seizures induced were either 
typically Jacksonian in nature, or general- 
ized, and usually lasted one-half to two 
minutes. During unilateral seizures the at- 
tack was confined to the muscle groups on 
the side of the body contralateral to the 
treated cerebral hemisphere. Seizures oc- 
curred either spontaneously, or were induced 
by external stimuli. 

Egg-white placed on the brain of mon- 
keys generally sensitized to egg-white, or 
egg-white injected intravenously into ani- 
mals in which egg-white had previously been 
applied to the cortex, yielded acute seizures. 
egg-white followed by anti-egg- 
white rabbit serum, specific antigen-antibody 
precipitates, and typhoid vaccine proved to 
be effective agents in the production of in- 
termittent seizures. 

Hydrous oxides of aluminum, alone or in 
combination with various proteins, invariably 
produced convulsive seizures, often recur- 
ring for many months (in one instance for 
more than one year to date). These recur- 
rent seizures were of special interest since 
they represented a state of chronic convul- 
sive reactivity. 

Control preparations of aquaphor, alone 
or in combination with rabbit serum, monkey 
serum or gelatin, or empty discs failed to 
induce seizures. 

Electric shock revealed a lowered thres- 
hold of convulsive reactivity of one motor 
area as compared with the other in monkeys 
exhibiting either unilateral or predominantly 
unilateral seizures. 

Electroencephalography indicated that the 
greatest degree of abnormality in monkeys 
with convulsive seizures was observed in the 
precentral cortex and the immediately sur- 
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rounding area. The recordings also estab- 
lished differences between the two motor 
areas which were correlated with differences 
in the clinical manifestations observed on 
the opposite sides of the body. 

Luminal and dilantin were found to re- 
duce the incidence of the recurrent seizures 
produced. 

Serologic studies revealed no correlation 
between the concentration of serum precipi- 
tins or agglutinins and the occurrence of 
seizures. Brain antibodies were not demon- 
strable. 

The histopathologic findings were of two 
main types: (1) an acute, destructive pro- 
cess; (2) a chronic, proliferative type of 
response. The acute lesion was usually asso- 
ciated with the acute or intermittent con- 
vulsive seizures produced by immunologic 
agents. The chronic pathologic response was 
found in monkeys treated with alumina, 
aquaphor preparations or empty discs, and 
was not pathognomonic of the convulsive 
state. 

Repeated convulsive seizures have been 
produced by a single application of various 
types of substances to the cerebral cortex. 
Although the mechanism remains obscure, 
the methods employed may prove useful in 
further studies of the nature of the convul- 
sive state. 


We wish to acknowledge our appreciation 
to Dr. Beatrice C. Seegal for her constant 
interest, helpful suggestions, and construc- 
tive criticism during the course of this study. 
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COMMENT 


NATIONAL PARANOIA . 


In 1904 was written a book to which the 
author gave the title “Nippon Shindo Ron,” 
or the National Ideals of the Japanese 
People. It is a singular and significant book, 
and deserves the attention of those who have 
dealings with Japan. 

A few years earlier the author, Yutaka 
Hibino, member of the Japanese parliament, 
had been appointed principal of the foremost 
Provincial Middle School where youths be- 
tween the ages of twelve and eighteen re- 
ceived their training. This book was adopted 
as a textbook in the Middle Schools of the 
Empire and has moulded the thought and life 
of present-day Japan. In the preface to the 
third edition (1920), from which our quota- 
tions are taken, the author states: 

The book, “Nippon Shindo Ron,” is designed 
to make clear the central conception upon which 
our national life is founded. In it I have laid 
bare my deepest convictions as to the true relation 
of the subject to his Emperor. For twenty years 
I have endeavored to plant these conceptions firmly 


in the hearts and minds of the scholars entrusted 
to my care. 


What are these conceptions? (1) That 
the Emperor is a divine being selected by 
Heaven to rule his people. (2) That the 
subject has one all-embracing obligation— 
unquestioning obedience to the Emperor in 
all circumstances and at any cost. (3) That 
the Japanese empire is absolutely unique in 
the world and in history, being vastly su- 
perior to all other nations. (4) That Japan 
and its Imperial Line are eternal, “coeval 
with heaven and earth,” and destined to con- 
tinue “as long as sun and moon endure and 
heaven and earth persist.” 

As the Bible of young Japan this ex- 
traordinary volume throws a revealing light 
upon the mentality of the “true vassals of 
the Emperor,” for whom, as the author 
believes, “there is a special set of ethical 
principles applicable only to Japan.” And 
“from this way,” he proclaims, “no single 
subject of the Empire can ever wander 
astray no matter what the circumstances of 
his life.” And again: “Verily, the fifty 


million’ hearts of our people are one, and 
the heart of each subject is the heart of all.” 

Let us see to what lengths patriotism 
carries Hibino in his assessment of Japan 
and her place among the nations of the earth. 
At the very outset he states the case. 


To serve the Emperor with single-hearted loyalty 
and to sacrifice one’s self courageously for the 
public good, are the natural duties of the Japanese 
subject. They remain unaltered by the passage of 
time. They are the superlative treasures of the 
Japanese subject by reason of which he rises 
superior to all foreign peoples. 


With monotonous iteration the defects 
and weaknesses of other peoples and other 
governments are declared and the contrast- 
ing glories of Japan set forth. 


How can the theories and national ideals of 
foreign countries, whose histories are an unending 
record of political and social vicissitudes, alternate 
mutual conquests, and the rise and fall of dynasties, 
be applied to this Empire whose development and 
history are utterly unique? The greatness of other 
nations is as ephemeral as the beauty of the morn- 
ing glory. Their destinies differ from our 
Although our country is situated here 
on the outer fringe of eastern Asia it is never- 
theless with a sacred, immutable and unbroken 
Line of Emperors, a glorious Succession of Rulers 
which has existed since time immemorial and 
which will endure coeval with heaven and 
In truth ours is a unique country 
and a unique people. How glorious is that Empire 
and how fortunate its subjects! 


Comparison follows comparison, and all 
to the same end, with the inevitable un- 
varying conclusion : 

Our sacred Empire stands aloft above all the 
world in unique and unparalleled sublimity. .... 


The glory of the Japanese subject shines like clear, 
calm moonlight in a world of darkness. 


The Japan of today is a very young 
country and dates only from the questionable 
service to the world of Commodore Perry 
and President Fillmore in 1853. More 
strictly, the Japan of today dates from the 
restoration of authority to the Imperial Line 
in 1868. That this youthful nation should 


1 Written in 1904. 
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be flushed with pride in the phenomenal 
success with which it has emulated the ma- 
terial progress of the western countries is 
understandable; and self-gratulation knows 
no bounds. 


The causes which have produced this noble 
Empire are first of all the possession of a uniquely 
sacred Emperor who nourishes us his people in 
a manner unparalleled in any other country. ... . 
How was it possible for such a small nation to 
compass such deeds? .... All these advantages 
are due to the special grace accorded to our 
Emperor by heaven. Thus shall the people of 
Yamato serve their divine Emperor and enjoy 
true prosperity as long as heaven and earth 
endure. .... Such is our great Empire of Japan, 
a phenomenon unique under the wide heavens. ... . 
You will not find the equal of this nation in Europe 
or America, nor yet in Asia..... Although 
skilful politicians, heroic characters, highly virtuous 
men, and superior persons are not lacking in every 
age and country, nevertheless, there exist nowhere 
else in the wide world beings who can compare 
with our Imperial Ancestors, who accomplished the 
sacred task of establishing this imperishable 
Dynasty. 


Hibino continually harks back to the preda- 
tory greed and violence which prevail 
throughout the world. 


Man devours man, family struggles with family, 
and dynasty contends with dynasty. One nation 
endeavors to wrest its possessions from another 
nation. .... With such floods of evil in the world 
where can we find a nation which does not require 
to cleanse its crown and its robes from evil filth? 
Though the world is wide and the nations numer- 
ous, such a state cannot be found unless we seek 
it in the east. That nation is none other than our 
glorious Empire of Japan, which stands aloft in 
lonely grandeur like the white summit of Fuji. 


To the western mind this book presents 
a paradox. It preaches high standards of 
cultural, social, national, even international 
life. It extolls all the virtues and lays a 
pattern for the development of a blameless 
character. It declares the brotherhood of all 
mankind and espouses a doctrine of universal 
benevolence. It envisages a world society. But 
with all this is the constant insistence upon 
the weaknesses or the malevolence of other 
nations and the incomparable superiority of 
Japan, chosen of heaven to serve as a model 
for all the world. The citizen of Yamato 
wishes well to all men, but belonging to a 
superior race it is his to judge what is good 
for the outsider, and none may challenge his 
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course of action. Thus in Jap mentality 
Pearl Harbor is reconcilable with the dicta: 


As among individuals so among nations the ones 


that honor friendships prosper. .... Nations can 
never afford to neglect the obligations of mutual 
trust and faith. .... Where the interests of 


foreign peoples are concerned we must not limit 
ourselves to selfish considerations of our own 
advantage. 

But over against these fine phrases we 
read: 


Our superior national institutions are not com- 


parable with those of other nations..... Our 
ideals have always differed radically from those 
of other nations. .... Though the world is wide 


indeed and nations many in number none is truly 
worthy of our unqualified praise. Though there 
are peoples in great variety none is worthy to be 
our model. Alone among these teeming multitudes 
of the earth our Empire exhibits its peculiar pre- 
eminence. .... Is there in the whole earth a 
nation comparable to ours? .... There is there- 
fore nothing astonishing in the fact that the 
Japanese ideal should be superior to that of other 
nations. 


How nicely these modest sentiments con- 
sort with this: 

To glory in their pride and to set up barriers 
of superiority to others, to be prejudiced against 
other people and suspicious of them, these are 
not characteristics of the people of Yamato. 
Possessed by nature of broad sympathies and 
benevolent dispositions they practice humility, and 
avoiding senseless pride, succor the weak, fearless 
of the powerful. 

Study of the text of Nippon Shindo Ron 
suggests that the author, representative of 
the intelligencia of Japan, is painfully con- 
scious of the great cultural lag his country 
has shown; that it is somewhat humiliating 
to realize that the doors were not opened 
to western civilization from within but were 
forced open from without; that suddenly 
aware of the progress of the rest of the 
world and sensitive about her own backward 
position, Japan strove frantically and with 
marked material success to catch up in 
decades with world progress of centuries; 
that with the insatiable ambition of upstart 
youth endeavoring to overhaul the elders 
far in advance, the ‘inevitable inferiority 
feelings have been compensated by spinning 
fantastic ideas of grandeur, which through 
tireless iteration have become fixed as a 
national psychosis, 
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NEWS AND NOTES 


NortH CAROLINA NEUROLOGIC AND Psy- 
CHIATRIC AssOcIATION.—A meeting of the 
Association was held March 27, 1942, in the 
medical library of the Professional Building, 
Charlotte, N. C. 

At the scientific session a clinico-patho- 
logical conference was conducted by Dr. 
Paul Kimmelstiel and Dr. Archie A. Barron 
of Charlotte, N. C. Dr. Ignacio Matte, 
Duke University, Durham, N. C., discussed 
Anxiety States, and Dr. Maurice H. Green- 
hill, department of neuropsychiatry, Duke 
University, Durham, N. C., spoke on the 
Evaluation of Emotional Factors in Neuro- 
dermatitis. 

At an evening meeting Dr. B. J. Alpers, 
professor of neurology, Jefferson Medical 
College, Philadelphia, Pa., gave an address, 
“The Structural Basis of Psychiatry.” 

Officers of the Association are: Presi- 
dent—Dr. Archie A. Barron, Charlotte, 
N. C. Vice-President—Dr. F. B. Watkins, 
Morganton, N. C. Secretary and Trea- 
surer—Dr. Burke Suitt, Durham, N. C. 


THE COMMONWEALTH FuND REPORT FOR 
1941.—In the year ending Sept. 30, 1941, 
The Commonwealth Fund appropriated 
$1,841,332.46 for purposes associated with 
“the welfare of mankind” in accordance 
with the wish of its founder, Mrs. Stephen 
V. Harkness. 

Since the war began the Fund has set 
aside $685,000 for war relief and related 
activities in various parts of the world. 
Among major interests in England have 
been the Child Guidance Council and the 
London School of Economics and Political 
Science where a training course in mental 
health work was sponsored. British corre- 
spondents report that child guidance clinics 
and related services, launched with some help 
from the Fund and manned in many in- 
stances by workers whom the Fund has 
helped to train, are more numerous and 
more useful than they were in peace time 
as the war puts new burdens on British 
children and strains community resources 


for their care. “Mental health services for 
children,” it is reported, “have literally 
proved themselves under fire.” 

At five schools of medicine in the United 
States the Fund subsidized departments of 
preventive medicine; special provision was 
made during the year for the expansion of 
this department at Tulane. At one school, 
the University of Louisville, the department 
of psychiatry was subsidized. At four the 
Fund helped to meet the cost of borderline 
services designed to link the departments of 
psychiatry and pediatrics. A grant was made 
to the Peter Bent Brigham Hospital in Bos- 
ton to enlarge a psychiatric service forming 
part of the department of medicine. 

Discussing the philanthropic giving in war 
time, Barry C. Smith, general director, 
writes: “In these dark days when the world 
is at war the place, the purposes, the value 
of the philanthropic foundation may easily 
come in question. What values can the few 
millions of any foundation directed toward 
the welfare of mankind conserve for a future 
social fabric the pattern of which can be 
dimly seen, if at all, by the wisest of men? 

“Is it mere futility to expend money to in- 
crease knowledge; to improve the practice 
of medicine through education and research ; 
to carry out experimental efforts for the im- 
provement of methods for the advance of 
public health, in days when human life and 
health are necessarily subject to the needs of 
war ; to devote funds to the improvement of 
hospital facilities and management ; to grant 
fellowships to brilliant young men that they 
may be trained for the advance of scientific 
knowledge; even to attempt to relieve in 
some slight degree the starvation and 
misery brought about by the present world 
upheaval ? 

“The Commonwealth Fund does not be- 
lieve that such effort is futile. On the con- 
trary, it is the belief of the Fund that these 
undertakings are more important today than 
ever before. Knowledge and brains still have 
no substitute. No matter what the future 
may have in store, knowledge must be con- 
served and developed, brains must be trained 


905 


t 
5 
t 


goo 


and given opportunity. Whatever philan- 
thropic foundations can contribute to the 
forging of implements for a better day will 
not be lost. Human living will be reorgan- 
ized—progress may have been halted; it has 
not ceased.” 


Mepicat Society, St. Hos- 
PITAL.—The fifth annual meeting of the 
Medical Society of St. Elizabeths Hospital, 
Washington, D. C., was held at the hospital 
April 18, 1942. After a business meeting, 
followed by a luncheon at the superinten- 
dent’s apartment to which Dr. and Mrs. 
Winfred Overholser invited the members 
and their guests, the scientific session was 
held in Hitchcock Hall, Dr. Jay L. Hoff- 
man, presiding. The speakers included Lu- 
cille Dooley, M. D., Washington, D. C.— 
Concepts of Manic De- 
pressive Psychoses”; N. Bryllion Fagin, 
Ph. D., director of the playshop, Johns Hop- 
kins University, Baltimore, Maryland— 
“The Influence of Psychoanalysis on Mod- 
ern Literature”; Commander Uno H. Hel- 
gesson, United States Naval Reserve— 
“Acute Traumatic Neuroses Following 
Combat”; Winfred Overholser, M. D., su- 
perindent, St. Elizabeths Hospital, Wash- 
ington, D. C—“Comments.” 

Elmer Louis Kayser, Ph. D., Dean of 
university students, George Washington 
University, addressed the Society at the 
annual dinner which was held at The May- 
flower Hotel. 


Tue Rep Cross CALLS FoR PSYCHIATRIC 
SoctaL Workers.—The American Red 
Cross is responsible for social service in 
Naval and Army General and Station Hos- 
pitals both here and abroad, and in psy- 
chiatric units in Naval and Marine Corps 
Training Stations. Psychiatric social work- 
ers are needed for the psychiatric services 
in these hospitals and units and may also 
be used as field directors in general hospitals 
and assistant field directors in station hos- 
pitals. 

This psychiatric service is largely con- 
cerned with diagnosis and military disposi- 
tion. The psychiatric social worker, through 
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Red Cross channels, provides the psychiatric 
social history and assists with the patient’s 
readjustment after discharge through inter- 
pretative letters to the Red Cross chapter in 
his home community. 

Salaries range from $150 to $225 per 
month, depending on the qualifications of 
the worker and her responsibilities. For 
foreign assignments the salary is $225 plus 
$45 flat maintenance, transportation and in- 
surance, irrespective of location. 

All types of positions call for the personal 
qualifications of adaptability, tact, dignity, 
graciousness, racial and religious tolerance, 
a well-groomed and attractive appearance, 
and unquestioned loyalty to the United 
States. The number desired can only be an 
estimate, and will depend upon military de- 
velopments; and requirements of training 
and experience will be determined by the 
needs and how they can be met. 

Applications for foreign service should be 
addressed to the Director of Personnel, 
American National Red Cross, Washington, 
D. C. For service in this country, to the 
Directors of Personnel in the following Area 
offices : 

Eastern Area, A. R. C., 615 North St. 
Asaph St., Alexandria, Virginia. 
Midwestern Area, A. R. C., 
ington Avenue, St. Louis, Mo. 

Pacific Area, A. R..C., Civic Auditorium, 
San Francisco, Calif. 
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ANNALS OF SURGERY, SPANISH EDITION. 
—Another step in strengthening the fellow- 
ship of all the Americas has been taken by 
the Annals of Surgery. Beginning with the 
June 1942 issue this publication, the oldest 
surgical journal in the English language, 
will appear simultaneously in English and 
Spanish. This pioneering achievement in 
the medical services by the Philadelphia pub- 
lishers, the J. B. Lippincott Company, is a 
feature of their sesquicentennial this year. 
The Spanish edition will be published by the 
Guillermo Kraft Company of Buenos Aires, 
one of the oldest and most respected publish- 
ing firms of Argentina. With this accom- 
plishment the scientific and cultural ties 
between North and South America have been 
drawn still closer and another evidence has 
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been furnished of the fraternity and soli- 
darity of the American republics. 

The Annals of Surgery was founded in 
1885 by Dr. Lewis Stephen Pilcher who was 
its editor for 50 years. Of him Dr. William 
Mayo said: “To few men do I owe so 
much as I do to L. S. Pilcher, editor of the 
Annals of Surgery, who has aided so greatly 
in shaping the surgical opinion of the Eng- 
lish speaking world.” 


The Annals reaches subscribers in 35 
countries. 

MENTAL HyGIENE Society oF ViIr- 
GINIA.—“Propaganda and the Antidote” 


was the theme of a combined meeting of 
the Mental Hygiene Society of Virginia and 
the Virginia Conference of Social Work at 
Richmond, April 22, 1942. 

Dr. C. Charles Burlingame, Psychiatrist- 
in-Chief of the Neuropsychiatric Institute 
of the Hartford Retreat spoke on “Propa- 
ganda and the Antidote from the View- 
point of the Psychiatrist”; and Mr. Lee R. 
Pennington, Inspector and official repre- 
sentative of the Federal Bureau of Investi- 
gation addressed the meeting on ‘“Propa- 
ganda and the Antidote from the Viewpoint 
of the F. B. 1.” The discussion was led by 
Mr. Hugh R. Pomeroy, Director of the Vir- 
ginia State Planning Board, representing the 
Virginia Defense Council. 


ILLiNois Psycuratric Socrety.—At the 
annual meeting of the Illinois Psychiatric 
Society held on May 9, 1942, the following 
officers were elected for the year 1942-43: 


President, Dr. Francis J. Gerty. 
Vice-President, Dr. Franz Alexander. 
Secretary-Treasurer, Dr. Eugene I. Falstein. 
Councilor, Dr. David B. Rotman. 

Councilor, Dr. Hugh T. Carmichael. 


AMERICAN ASSOCIATION ON MENTAL DeE- 
FICIENCY.—The sixty-sixth annual meeting 
of the Association was held in Boston, May 
13-16, 1942. The meeting was well attended 
and a very full program, necessitating two 
sections throughout and including evening 
meetings, was carried out. 

Perhaps the most noteworthy event of the 


session was the participation by the members 
in attendance in the dedication of the re- 
search laboratory at Wrentham State School 
in honor of Dr. George L. Wallace, former 
superintendent of the school and former 
president of the Association. 

The officers elected for the ensuing year 
are as follows: 


President, Dr. Horatio M. Pollock, Albany, N. Y. 

President-Elect, Dr. C. Stanley Raymond, 
Wrentham, Mass. 

Secretary-Treasurer, Dr. Neil A. Dayton, Mans- 
field Depot, Conn. 

Vice-Presidents: Dr. Lloyd N. Yepsen, Trenton, 
N. J.; Miss Mabel Matthews, Hartford, Conn.; 
and Dr. F. V. Willhite, Redfield, S. Dak. 

Editor of the Journal on Mental Deficiency, 
Dr. Edward J. Humphreys, Thiells, N. Y. 


RESPIRATORS, LOCATIONS AND OWNERS.— 
The National Foundation for Infantile 
Paralysis, Inc., has compiled, from records’ 
available April 1, 1942, a list of adult cabinet 
type respirators or “iron lungs” together 
with their locations and owners throughout 
the United States. Every state in the Union 
is represented and the total number of 
respirators reported is 977. 

These standard cabinet type respirators 
are not to be confused with other machines 
such as chest type respirators, resuscitators, 
inhalators or aspirators. 

The National Foundation owns a number 
of adult cabinet respirators which can be 
loaned to hospitals or communities during 
infantile paralysis epidemics or emergencies. 

For further information or to secure one 
of the lists referred to above, address: The 
National Foundation for Infantile Paralysis, 
Inc., 120 Broadway, New York City. 


CivILIAN MentaL HeattH.—The Com- 
mittee on War Psychiatry, under the chair- 
manship of Dr. H. A. Steckel, is setting 
up a series of standard plans for the organi- 
zation of civilian mental health in various 
types of community—rural areas, small 
towns, metropolitan districts and state-wide 
areas. Information is already coming in to 
this Committee concerning the civilian men- 
tal health problems now arising in such areas 
and concerning the means which are being 
taken in various parts of the country to 


9go8 NEWS AND NOTES 


meet these needs. Before setting up standard 
plans it is of the utmost importance that all 
possible facts should be assembled. The 
Committee is, therefore, requesting the as- 
sistance of the members of the Association. 
We are most anxious to hear from psy- 
chiatrists in all parts of the country con- 
cerning civilian mental health problems 
which are arising in their areas and concern- 
ing the steps which are being taken to deal 
with these problems. Communications on 
this matter may be sent to Dr. D. Ewen 
Cameron, Subcommittee Chairman, Albany 
Hospital, Albany, New York. 


Dr. ZIEGLER HEADS MILWAUKEE SANI- 
TARIUM.—The directors of the Milwaukee 
Sanitarium have announced the appoint- 
ment of Dr. Lloyd H. Ziegler as medical 
director to succeed the late Dr. Rock 
Sleyster. Dr. Ziegler has for several years 
been associate medical director of the Sani- 
tarium and will continue the established 
policies of the institution. 


PANAMERICAN NEUROPSYCHIATRIC CON- 
GRESs.—The third triennial Panamerican 
Neuropsychiatric Congress will be held in 
Buenos Aires in November 1942. It is 
hoped that representatives of all the 
Americas may be able to attend this very 
important meeting. Universities, scientific 
societies and individuals working in psychia- 
try, neurology, forensic medicine and allied 
disciplines are invited to collaborate and 
participate in the deliberations of the 
Congress. 

Fees ($3.00) for membership in the Con- 
gress may be sent to the treasurer, Dr. Luis 
Cattaneo, Instituto de Medicina Legal, Cor- 
doba 2122, Buenos Aires, Rep. Argentina. 


DeatuH or Dr. GArvin.—We regret to 
note the death, April 3, 1942, of Dr. Wil- 
liam C. Garvin, superintendent of the Bing- 
hamton (N.Y.) State Hospital, at the age 
of sixty-eight. 

A native of Philadelphia, Dr. Garvin 
graduated from the College of Physicians 
and Surgeons, Columbia University, in 1903. 
Beginning a long career in the New York 


service at Manhattan State Hospital, he be- 
came superintendent of Kings Park Hospital 
in 1918 and superintendent at Binghamton 
in 1924. 

Dr. Garvin had been in poor health for 
a considerable time and his friends had 
missed him at the annual meetings of The 
American Psychiatric Association in recent 
years. 


Dr. GrEGoRY’s BEQUEST TO NEW York 
University.—Dr. Menas S. Gregory, a 
memorial sketch of whose life appeared 
in the January 1942 issue of the JouRNAL, 
bequeathed to New York University the 
sum of $40,000 to promote the interests of 
psychiatry in the university and Bellevue 
Psychiatric Hospital, which is itself the 
monument to Dr. Gregory’s life work. 

The two relevant paragraphs in Dr. 
Gregory’s will are here reproduced, as being 
worthy of record: 


“Fourth: I give and bequeath the sum of Twenty 
thousand ($20,000) Dollars to New York Un- 
versity, a domestic corporation, in trust, however, 
the income of said sum is to be devoted for the 
purpose of establishing the Menas Gregory Lec- 
tureship in Psychiatry. It is my wish and desire 
that a Committee consisting of the Professor of 
Psychiatry of New York University, the President 
of the New York Neurological Society and the 
Chairman of the section of Neurology and Psy- 
chiatry of the New York Academy of Medicine 
be appointed to regulate the details of such lecture 
or lectures, which are to be delivered annually, 
the number to be determined by the Committee 
according to the funds available for the purpose. 
Such lectures should be published for distribution 
to the various medical libraries, and not more than 
one-fifth of the income shall be devoted to the 
publication and distribution of the lectures. In the 
event of a surplus in any one year the Committee 
is at liberty to carry such surplus over to another 
year or to invest the same in psychiatric literature 
for Bellevue Psychiatric Hospital. I have always 
been profoundly interested in the amelioration of 
the sufferings of the mentally sick and I specifically 
direct that the subject of such lecture or lectures 
be intensely practical and useful and be confined 
to the discussion and review of the latest discoveries 
in the treatment and care of the mentally sick 
during the current year. I further request that 
these lectures shall be delivered by the most out- 
standing and available psychiatrist, either of this 
country or abroad. These lectures shall be delivered 
at the Bellevue Psychiatric Hospital, unless some 
difficulty may prevent, in which event they are 
to be given at New York University. 
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“Fifth: I further give and bequeath the addi- 
tional sum of Twenty thousand ($20,000) Dollars 
to New York University, a domestic corporation, 
in trust, however, the income of said sum is to be 
devoted to the purpose of endowing a Menas 
Gregory Professorship in Psychiatry. I do this 
primarily because I am greatly interested in the 
teaching of psychiatry and the dissemination of 
psychiatric knowledge among the medical profession 
in general and more especially because New York 
University is affiliated in teaching psychiatry with 
Bellevue Psychiatric Hospital to which I am pro- 
foundly attached and for the development of which 
I have given the best years of my life.” 


THE JouN AND Mary R. MArKLE Foun- 
DATION.—This Foundation, which supports 
selected projects in practically all branches 
of medical research, reports that during 1941 
one hundred seventy-eight separate projects 
received aid from the Foundation. 

In the field of neurology and psychiatry 
projects were supported at Harvard Medical 
School (Merritt: acetylcholin in relation to 
electrical activity in the brain. d’Elseaux: 
physiological methods in diagnosis and treat- 
ment of schizophrenia); the New Jersey 
State Village for Epileptics (establishment 
of a station for research directed to the con- 
trol and prevention of epileptic seizures) ; 
Mount Sinai Hospital, New York City: 
(Brickner and Sobotka: lipoid metabolism 
in multiple sclerosis. Wechsler: relation of 
vitamin E deficiency to amyotrophic lateral 
sclerosis) ; Columbia University College of 
Physicians and Surgeons (Wolf: experi- 
mental “neurosis” in rats); Washington 
University School of Medicine (Russell: 
problems of growth and behavior of brain 
tumors) ; Institute of the Pennsylvania Hos- 
pital (Bond: shock therapies and chemical 
treatment of neurological conditions) ; Uni- 
versity of Michigan (Maier: experimentally 
produced abnormal behavior in the rat). 


NATIONAL SCIENCE Funp.—The National 
Academy of Sciences at its April, 1941, meet- 
ing established the National Science Fund 
for the support of fundamental scientific 
research. This highly important move was 
recorded in an editorial comment in the 
January, 1942, issue of the JoURNAL. 


The three main objects of the Fund are: 
(1) To increase the support of fundamental 
scientific research in this country; (2) To 
offer prospective donors to science (whether 
individuals, industrial corporations, founda- 
tions or public bodies) a thoroughly compe- 
tent advisory center to help them to make 
their gifts to science effective and satisfying, 
and, if these donors so desire, to provide an 
administrative center which will actually 
manage and disburse their money for them; 
(3) To focus attention on, and provide sup- 
port for, fields of fundamental research 
which have hitherto been neglected, and to 
channel funds into those critical areas of the 
physical and biological sciences where sup- 
port is most urgently needed from time to 
time. 

The National Science Fund does not plan 
to carry on research of its own, but will 
work in cooperation with existing institu- 
tions and individuals engaged in research. 
It is primarily a service organization, de- 
signed to offer donors to science an authori- 
tative advisory body to which they may go 
for guidance and information in making use- 
ful gifts to science, and intended to develop 
new sources of funds to supplement the 
diminishing revenues now available for 
fundamental research. 

The Fund is controlled by a joint Board 
of Directors, composed of twenty-one scien- 
tists designated from the membership of the 
National Academy of Sciences, and twelve 
distinguished laymen. Dr. William J. Rob- 
bins, Director of the New York Botanical 
Garden, is Chairman of the Board of Direc- 
tors, and Winthrop W. Aldrich, Chairman 
of the Board of the Chase National Bank, 
is Vice Chairman of the Fund. Members of 
the Executive Committee, in addition to 
Dr. Robbins, Dr. Blakeslee, and Mr. Al- 
drich, are Dr. Frank B. Jewett, President of 
the National Academy of Sciences, and 
Dr. Harlow Shapley, Director of the Har- 
vard College Observatory. 

The sponsorship of this national under- 
taking is evidence that its need has been 
recognized by those best able to judge, and 
guarantee that it will be carried forward 
effectively in the best interests of all con- 
cerned. 


QIO 


Any of the Directors of the Fund will be 


glad to supply additional information con- 
cerning it, and descriptive literature and 
other particulars may be secured either from 
the National Academy of Sciences in-Wash- 
ington, D. C., or from the office of the 
National Science Fund at 


515 Madison 
Avenue, New York City. 
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INTERNATIONAL LEAGUE AGAINST 
LEPSy.—At the meeting of the American 
Branch of the International League against 
Epilepsy, held in Boston, May 18, 1942, the 
following officers were elected: President, 
Wilder G. Penfield, Montreal: Vice Presi- 
dent, Charles D. Aring, Cincinnati: Secre- 


tary-Treasurer—Frederic A. ( bbs, Boston. 
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PsYCHOANALYTICAL METHOD AND THE DOCTRINE 
oF Freup. By Roland Dalbies. Translated by 
T. F. Lindsay, with an introduction by E. B. 
Strauss. Vols. I and II. (London, New York, 
Toronto: Longmans, Green and Co., 1941.) 


The first volume begins with the statement that 
Freud’s writings present two serious defects. First, 
Freud made no clear distinction between his method 
and his doctrine, and thus caused confusion and 
fruitless controversies. Secondly, “Freud is in- 
capable of presenting his thoughts in convincing 
form. He does not know how to lead his reader 
from the known to the unknown.” These defects, 
according to Dalbiez, largely helped to discredit 
psychoanalysis, and inasmuch as Freud’s disciples 
have not dissipated the confusion which hovers 
over Freud’s works, the author makes it his task 
to fill the gaps and present only “such interpreta- 
tions as any impartial psychologist or psy- 
chiatrist would find convincing or worth serious 
consideration.” 

After a careful reading of these volumes, the 
present writer is inclined to agree with Professor 
Henri Claude, who wrote the introduction to the 
original French edition (Paris, 1936), that it is 
“une auvre de bonne foi.” The: author tried to 
examine Freud’s concepts impartially, he strove to 
be “ni pour la psychoanalyse ni contre lui,” neither 
for nor against psychoanalysis. 

The whole of the first volume, 415 pages, is de- 
voted to a description of the Freudian mechanisms. 
It starts with the Psychopathology of Everyday 
Life, to which 27 pages are devoted. The trans- 
lator’s seven footnotes: “Not found in Brill’s 
translation,” are not justified and show carelessness 
on his part. If he had investigated, he would have 
found that the Nietzsche example (p. 27) has been 
in my translation since 1914 when the English 
version first appeared. This work had about a 
dozen German editions, each of which had new 
examples, and as mine is a translation of the fourth 
German edition, I am not responsible for any other 
editions. The translator’s footnotes imply that 
I omitted valuable material, which is not correct. 

It would take much space to give here the author’s 
critical evaluation of Freud’s dream concepts and 
to agree or disagree with him. His following 
summation shows that he tried to be fair: “Freud 
has described the associative method very clearly, 
but he has not formally stated the concept of the 
psychic expression. From the philosophical point 
of view, he may be legitimately blamed for this; 
the idea which guides his work is never allowed to 
emerge. From the scientific point of view, it must 
be recognized that in showing us a method whereby 
we are able to connect all expressive psychic 
phenomena with their causes, he has done all that 
was necessary. Freud is much more of a technician 
than a thinker. He made no abstract, as we have 


just attempted to make, of what may be called 
the metaphysics of his methods” (p. 125). 

Both volumes teem with this kind of criticism, 
but considering that the author is a Doctor of 
Letters and agregé in philosophy, who wishes to 
reduce psychoanalysis to philosophy and meta- 
physics, one cannot quarrel with this summary. 

We come next to chapter 3, the “sexual theory.” 
I have studied everything that was written for and 
against Freud’s sexual concepts by numerous 
medical and lay critics and this is the first work 
which impressed me as a serious effort to under- 
stand Freud’s views and to evaluate them judi- 
ciously. I can say the same of chapter 4 of the 
second volume, which is a further elaboration of 
Freud’s sexual concepts. As I read these chapters, 
I wished that all students of psychoanalysis would 
read them. 

The author starts chapter 4, “On the general 
theory of the neuroses,” by stating that whereas 
Freud was primarily a student of the neuroses, it 
was the Zurich School, Bleuler and Jung, which 
has made the greatest advances in the study of the 
psychoses. He is impressed by the fact that after 
Bleuler and Jung diverged from Freud and pro- 
ceeded to work out their personal views in different 
ways, they never failed to mention “what they 
owed him” in their works. Historically speaking, 
there was never any rupture between Bleuler and 
Freud. Right from the beginning neither Bleuler 
nor Jung accepted everything of Freud. Bleuler 
always maintained this attitude and was on friendly 
terms with Freud throughout his life. But Jung, 
who for a time gave the impression of a staunch 
Freudian, had to go through, as it were, a complete 
“break away” from him. 

In discussing the etiology and therapy of the 
neuroses, chapter 4, the author reviews some of 
the literature on these maladies and particularly 
emphasizes Janet’s contributions. In view of Janet’s 
priority claims it is interesting to note that the 
author concludes that psychoanalysis is absolutely 
distinct from the methods of Janet, Déjerine, 
Dubois and Babinski, that Janet never attached 
more than a secondary importance to the trans- 
formation of the unconscious into the conscious, and 
that he finally “ceased to pay any attention to the 
problem of the exploration of the psychic uncon- 
scious” (p. 223). 

As illuminating as this chapter is, it is difficult 
to follow the author’s philosophical excursions, 
which are not made clearer by such words as 
paradifferentiation and de-repression. It would have 
saved me much effort if I could have used the 
latter when I first translated Freud, but de- 
repression does not express all the meanings it is 
meant to convey. 

Chapter 5 deals with the various neuroses. Here, 
we read discussions on the actual neuroses, hysteria, 


oll 


anxiety states, obsessional neuroses. I was pleased 
to note that the author prefers the word, compul- 
sion, which I used when | first translated Zwangs- 
neurose into compulsion neurosis, rather than the 
term, obsession, which others prefer. As I read 
this chapter, I felt that the author was himself 
trying hard not only to understand and master 
Freud’s views of the neuroses, but to compare 
them with those of Freud’s predecessors. 

Chapter 6 deals with the psychoses. Here the 
author gives due credit to the Zurich School, but 
instead of making use of Jung’s and Bleuler’s 
original works, he bases all his thought on Min- 
kowski’s La Schizophrenie. 

Chapter 7 deals with sublimation, art and reli- 
gion, and the last chapter (8), gives Freud's 
structure of the psychic apparatus. Throughout 
this first volume the author deplores the lack of 
clearness in Freud’s presentations and tries very 
hard to subject psychoanalysis to philosophical and 
metaphysical diction. 

In the introduction to Volume II (331 pages), 
which is a discussion of the material set forth in 
the first volume, the author begins by deploring 
the fact that many physicians who published critical 
works on psychoanalysis did not present a single 
case history from personal observation, and he adds 
that although his own starting point was philo- 
sophical, he soon realized that this was insufficient 
to solve the new problems raised by psychoanalysis, 
and that “Freud’s experiments had to be repeated 
before they could be criticized.” The reviewer 
feels that the author earnestly strove to accomplish 
this. 

The first chapter is devoted to the unconscious, 
which is viewed from philosophical and meta- 
physical angles. Throughout the chapter the author 
repeatedly states that Freud is not a philosopher 
and that his realism is merely “the scientist’s 
instinct,” (p. 42) that curative psychoanalysis is 
not a dialectic, and that the whole therapeutic 
method of psychoanalysis consists in a gradual 
filtration of the unconscious into the conscious. 
The main reason for opposition to psychoanalysis 
was Freud’s resurrection of the belief in the efficacy 
of the psyche; like Aristotle, Freud believes that 
the psyche is the principle whereby we live, feel 
and think (p. 46). The author feels that his “views 
on metaphysics of the unconscious are generally 
speaking in accordance with those of Freud.” But 
he “carefully distinguishes proprioceptive sensa- 
tions from sensory consciousness, and the latter 
from intellectual consciousness,’1 and adds: “It 
seems to us impossible to tell what would be 
Freud’s attitude towards these distinctions. His 
curiosity has not led him to tackle the problems 
of classification upon which we have laid such 
emphasis.” 

I regret that the author did not see fit to ask 
Freud this question, which he could have done. 
I am sure that Freud would have smiled and said, 
“Nonsense.” 

After indulging in similar discussions, which 
vividly recalled the time the reviewer wasted while 


1Italics are the reviewer’s. 
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majoring in philosophy, the author is still in doubt 
whether Freud “would accept or reject our de- 
tailed explanations,” but “In any case,” says the 
author, “we can have no understanding with Freud 
on the question of the spiritual feelings and free 
choice, both of which we ascribe to the will. The 
will is the most ill-treated psychic faculty in Freud’s 
works,” “Here our ways lie apart.” 

I would like to refer the author to my paper on 
“Determinism in Psychiatry and Psychoanalysis,” 2 
which sets forth the views of Freud, Bleuler and 
psychiatrists in general on this moot question. 

In the next chapter on “Psychic Dynamism” 
the author investigates the reliability of the funda- 
mental assumptions of Freud’s dynamic theory, 
He gives an elaborate comparison of Freud’s re- 
sults with Pavlov’ studies of the conditioned 
reflexes. “Freud analyzes cognitive or affective 
states and movements, while Pavlov studied only 
movements. Pavlov is more of a finalist than 
Freud” (p. 83). In the concluding paragraph the 
author states that he has given a detailed account 
of reflexology in order to induce the reader to 
adopt the psychoanalytic viewpoint. 

Chapter 3, “The Method of Exploring the Un- 
is in the words of the author “the most 
important chapter of all. We may say that it is 
for this alone that our two volumes have been 
written” (p. 6). After 66 pages of minute dis- 
cussions of Freud’s methods of association and 
symbolism, the author concludes that “as far as 
the methods themselves are concerned, we shall 
not seek to conceal our conviction: correctly applied 
they can lead us to certainty.” It seems to the 
reviewer that the author’s uncertainty lies in him 
rather than in the subjects under discussion. 
Throughout these volumes Dr. Dalbiez employs 
hair-splitting technicalities, which seem to be 
characteristic of his mode of thinking. Yet, as 
irritating as this becomes to one accustomed 
to concrete clinical thinking, his modus operandi 
is not only instructive, but amusing. The author is 
under the compulsion to change Freud into a 
philosopher and metaphysician, and psychoanalysis 
into a Weltanschauung. But Freud has expressly 
said that he wanted none of these, and the real 
Freudians think as much about philosophy as 
Goethe, who after commenting favorably on a 
work of philosophy, exclaimed, “Gliicklich all, die 
sich nicht mit solchen abstrusen Zeug abszugehen 
haben.” (Happy are all those who do not have to 
occupy themselves with such abstruse stuff.) 

Nevertheless, I highly recommend these two 
volumes to the readers of this journal. Nine dollars 
is now-a-days a bit too high for a work on Freud, 
even though it ends with the statement: “Freud’s 
work is the most profound analysis that history 
has ever known of the less human elements in 
human nature.” 8 

But in recommending Dalbiez’s work to psychia- 
trists and psychoanalysts, I am thinking of the 
enormous mass of superficial works, which was 


conscious,” 


* The American Journal of Psychiatry, Vol. 95, 
No. 3, November, 1938. 
Italics are the reviewer’s. 
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dished out in English in the last 35 years. Dr. 
Dalbiez has achieved his task, as he sees it, in a 
conscientious and able manner. I could point out 
many mistakes and misunderstandings, but the main 
impression that this work left in me was that it 
represents a sincere and successful effort of the 
author to convince himself, a layman with a back- 
ground altogether foreign to psychoanalytic think- 
ing, that Freud’s discoveries are revolutionary, 
enlightening and true. 

As my interest is mainly centered on the neuroses 
and psychoses, I have not dwelt on what the author 
calls “Psychoanalysis and the Spiritual Life,” 
which contains interesting informative material. 
The translation is very good; the only criticisms 
that occur to me besides those mentioned above 
are: The translator of Freud’s Clark University 
Lectures was not “Case,” but Harry W. Chase, 
now the Chancellor of New York University, and 
the translator of On Dreams, was Dr. Eder and 
not Eden. I also think that when one takes the 
privilege of quoting pages from others he should 
not only give the original source, but should list 
such authors in the index. 

A. A. Britt, M.D., 
New York City. 


IntropuctionN ExpERIMENTALE DU 
PropLEME DE L’HALLUCINATION. By K. 
Agadjanian. (Paris: J. Peyronnet et Cie. 
1940.) 

Various phenomena classified as hallucinations 
are herein presented by Dr. Agadjanian from a 
point of view which includes experimental, clinical, 
and philosophical data and concepts. The author, 
formerly a professor in a Russian university, made 
the clinical observations, recorded in this small 
monograph, in France at the Children’s Hospital 
in the service of Laignel-Lavastine, and most of 
the experimental researches in the laboratories of 
the Marey Institute. 

The text constitutes the resumé of a thorough 
study of 21 persons with hallucinations the natures 
of which fall into various categories. Forms in- 
volving pithiatism, cenesthopathies, multiple sensory 
zone experiences, persecutory ideas, organic brain 
disease, optic atrophy, disturbances of the body 
image, parkinsonism, senile dementia and dementia 
precox were among those included in the investi- 
gation. Selected conditions were studied by psycho- 
galvanic, electroencephalographic and chronaxi- 
metric methods in addition to the usual clinical 
neuropsychiatric procedures. 

Special attention has been given to the affective 
states in relation to the psychogalvanic reflexes of 
those with pithiatism ; to perceptions in hallucinated 
after-images ; to eidetic images; and to the concep- 
tion of space during the projection of false percep- 
tions. Pseudo-hallucinations, hallucinations of 
memory, hemianoptic visions and illusions are well 
described and differentiated. The psychological 
status of those suffering with hallucinations was 
studied in terms of mental functions such as mem- 
ory, attention, affect, degrees of depersonalization 
and imagery capacity. 


The monograph includes some particularly inter- 
esting work on six normal subjects who were 
treated experimentally with mescal which produced 
a number of objective reactions and subjective 
experiences. In addition to the psychological 
studies, these subjects were examined for the status 
of their reflexes and motor functions; for ophthal- 
malogic and oto-rhino-laryngologic changes; for 
cerebellar and labyrinthine symptoms which were 
practically all present excepting nystagmus; and 
finally for any dysfunctions of the glands of internal 
secretion and of the vagosympathetic nervous 
system. 

One finds a rather compherensive discussion of 
all of the above-mentioned features with a digest 
of the literature bearing on the different facets 
of the phenomena and the problems; therefore the 
material should prove useful to neurologists and 
psychiatrists who are in contact daily with patients 
having similar disorders. 

Noran D. C. Lewis, M.D. 
New York State Psychiatric Institute and Hospital, 
New York, N. Y. 


SCIENCE AND Seizures. By William G. Lennox. 
(New York: Harper Bros., 1941.) 


Any new work on the subject of the epilepsies 
is important and should be welcomed. As stated 
by Lennox in his recently published book Science 
and Seisures the proportion of so-called epileptics 
is “about 0.5 per cent of the general population, 
making at least 500,000 persons in this country 
who are subject to convulsive attacks. This is 
comparable to active tuberculosis or diabetes.” 
Although recognized since the dawn of history, 
and the grand mal attacks so intelligently described 
about 500 B.C., by Hippocrates the Father of 
Medicine, it is only within the comparatively 
recent past that any great scientific attention has 
been drawn to this most dreaded of all disease con- 
ditions. Medicine owes much to Dr. Lennox and 
his co-workers, Stanley Cobb, the Gibbs’, Tracy 
Putnam, Houston Merritt, Merrill Moore and 
others, not alone for their scientific approach to 
the study of convulsive disorders, but also for 
their popular appeal through the Laymen’s League 
against Epilepsy. 

Through his Presidency of the International 
League against Epilepsy, a medical organization, 
Dr. Lennox has been active in keeping this organi- 
zation alive; and its journal Epilepsia reviews all 
current literature and progress in this field, and 
should be in the library of every neuropsychiatrist. 

The study of epilepsy has been left in the hands 
of too few and because of the profound fear on 
the part of laymen, this Harvard group has also 
a lay organization with considerable membership 
known as the Laymen’s League against Epilepsy. 
This organization with its medical leadership is 
attempting to acquaint the public with a better 
understanding of convulsive disease, giving new 
confidence and dispelling some of the fears so long 
existing in the lay mind. Science and Seizures is 
written for both the scientific and the lay groups. 

Membership in the Laymen’s League against 
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Epilepsy includes a copy of this book. Both of 
these societies welcome membership and I am 
sure I am not stepping beyond bounds when I 
suggest that all those interested in epilepsy might 
join one or both of these organizations. Dr. 
Lennox discusses the varied terminology now in 
use—epileptic fits, seizures, cerebral dysrhythmia 
or disordered electrical currents of the brain but 
does not mention a term acceptable to some— 
chronic convulsive disease. He stresses the im- 
portance of a better understanding on the part 
of the patient and family, stating “certainly the 
condition is nothing of which to be ashamed.” 
“Other persons may not understand the disorder 
and may have prejudices about it as they have 
about other things, but you are not to be influenced 
by the ignorance of friends or of other persons in 
the community.” Dr. Lennox endeavors to remove 
some of the horrors prevalent in the lay mind. 

There is a full discussion of the symptom picture, 
the various types of “seizures” and their fre- 
quency, the relation to age and sex, the probable 
portions of the brain affected, the borderland states, 
behavior conditions and other personality deviations. 

The chapter on encephalographic studies is ex- 
ceedingly well done in the space of eight pages. 

In his discussion of the dysrhythmias, he refers 
to a broader conception of our knowledge of epi- 
lepsy and the probable necessity of a reclassification 
to be based “on the actions and the thoughts of 
the patient.” 

The EEG. opens up many new avenues of ap- 
proach, not only in the epilepsies, but in other 
conditions, in which the pathological mechanisms 
are but little known. In the study of the epileptic, 
heredity, as well as the advising of patients and 
members of their families in regard to marriage 
and pregnancy, is discussed. This chapter on 
heredity and marriage is valuable. 

In the discussion of therapy, Dr. Lennox begins 
with the selection of the doctor, the raising of the 
“seizure threshold” and the psychosocial approach. 

The chapter on pharmacology is largely centered 
about the “Big Three” in therapy, the bromides, 
phenobarbital and dilantin. There is a discussion 
of the patent medicine evil, which is most illumi- 
nating and should be read by all those interested 
in the epileptic. 

The second part of this book is devoted to 
migraine. There is a discussion of the similarity 
of migraine and epilepsy and their genetic rela- 
tionships. He refers to migraine as an epilepsy of 
the vegetative nervous system. 

In the seven chapters devoted to migraine, Dr. 
Lennox discusses the importance of the intensive 
study of each patient. In an appendix there is a 
good condensed bibliography of 27 articles covering 
this field. 

In the closing chapter, referring to both epilepsy 
and migraine under the heading “The Rhythm of 
Nature” Dr. Lennox says, “In digging for the 
root causes of seizures of various forms, (whether 
muscular, sensory, mental or emotional) the 
searcher will finally hit on the tap-root. Possibly 
when he knows the ultimate cause of seizures he will 
then understand much about Nature. The charac- 
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teristic of alternate accumulation and discharge, 
which is the dominant feature of seizures, may be 
the fundamental characteristic of nature itself: 
ebb and flow, growth and decay, calm and storm, 
peace and war, life and death; an alternating 
rhythm (or purposeful dysrhythmia) of the uni- 
verse. Faced with the tragedy of seizures, a per- 
spirit is revived and his inner defenses 
strengthened if he sees that even these are an 
integral part of the universe, a universe which man 
is commanded to improve.” 

To this reviewer Science and Seisurcs meets a 
need long felt by many physicians and psychia- 
trists. There might be some criticism in the 
placing of this book in the hands of laymen, but 
more and more must we recognize the fact that 
the public is demanding more knowledge about 
disease conditions and public health. Such a work 
as this in the hands of an intelligent group as the 
membership of the Laymen’s League, cannot but 
help to stimulate interest and provide funds for 
research. 

Dr. Lennox in his foreword says that he will 
devote any royalties “to some aspect of education 
or research in relation to seizures.” 

Especially is this book a sensible and worthwhile 
piece of literature for the general practitioner, for 
many factors are pointed out which are unrecog- 
nized except by the neuropsychiatrist. 

G. Kirpy M.D., 
Rochester, New York. 
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A SurGEON ExpLaAINs TO THE LAYMAN. By Moses 
Benmosché, M. D., with diagrams by Bhola D. 
Panth. (New York: Simon and Schuster, 
1940. ) 


Dr. Benmosché believes that a better educated 
public understanding of medicine in general and 
surgery in particular, can be substituted in the 
lay mind for the present misconceptions, distortions 
and vague fears. Any attempt to accomplish this 
worthwhile service is to be commended. 

In language well-chosen, intelligible and not 
insultingly over-simple, A Explains to 
the Layman tells what surgery is all about. The 
book presents the elements of anatomy, physiology 
and pathology necessary to an understanding of 
why and how the more common surgical operations 
are performed. The author elaborates the tech- 
nique of some of these operations and uses line 
drawings to illustrate his points. Happily, he does 
not affect the offensive sprightliness of some writers 
in the field. 

Dr. Benmosché’s viewpoint is refreshingly con- 
servative in assessing recent developments in sur- 
gery. He holds a healthy attitude concerning the 
relative merits of medical and surgical treatment 
of specific conditions and is adequately enthusiastic 
about the future of surgery. Unobtrusively, the 
reader is shown how the surgeon’s knowledge, 
care and use of the newer tools of science merit 
the confidence of the patient. The volume is packed 
with commonsense and a minimum of unnecessary 
dogmatism. 

The book has a chapter on the 
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gery,’ describing and explaining the gadgets and 
instruments surgeons use» There are additional 
chapters which detail the more frequent operations, 
and separate chapters are devoted to plastic sur- 
gery, brain, lung and heart surgery. 

The value of this book for the layman lies in 
removing the fear of the unknown and setting 
some accurate information in its place. 

S. BERNARD Wortis, M.D. 
IrviING Rusins, M.D. 
New York City. 
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PsYCHIATRIC SOCIAL 
French. (New 
Fund, 1941.) 


3y Lots Meredith 
The Commonwealth 


This book is a study, sponsored by the American 
Association of Psychiatric Social Workers, which 
brings to its readers a very comprehensive report 
of the origin and development of psychiatric social 
work. The author points out how psychiatric 
social work has developed as a specialized service 
from social work in the general field and indicates 
the direction of future progress. The author also 
shows the relationship of the psychiatric social 
worker to the various fields into which she has 
been called because of her particular training in 
psychiatric social service. 

The term “psychiatric social work” is defined as 
“social work practiced in relation to psychiatry.” 
Upon this assumption, the term “psychiatric social 
worker” is broad in its definition. Not only does 
it include those workers in psychiatric hospitals, 
mental hygiene clinics and mental hygiene educa- 
tional agencies, but all other agencies which are 
handling definite psychiatric problems from time 
to time. 

The chapter on “Professional Education” is of 
special interest to prospective students. Here the 
schools’ curricula, and the requirements for ad- 
mission and for graduation are frankly discussed. 
There is still a wide variation in the courses 
offered at the various social service schools, but 
the author points out the fact that “there is essen- 
tial agreement in regard to a few general fields 
of study.” It is considered by the author that the 
educational needs of persons interested in hospital 
and clinical work differ from those of the mental 
hygiene workers in the schools, public health 
agencies and mental hygiene educational agencies. 
I cannot agree fully with this viewpoint as mini- 
mum basic standards of training for psychiatric 
social workers have been in use too short a period 
of time to enable us to draw any real conclusions 
as to the actual needs of students who might later 
specialize. Until basic training requisites are 
adopted universally, too much time should not be 
devoted to planning the curricula for specialized 
fields of psychiatric social service training. 

This book in general presents a very clear and 
concise account of the development, growth and 
achievement of psychiatric social work. It should 
be of interest to all psychiatric social workers as 
well as those contemplating entering the social 
service profession. 

Epcar C. Yersury, M.D., 
Division of Mental Hygiene, 
Dept. of Mental Health, Boston, Mass. 


THE 1940 MENTAL MEASUREMENTS YEARBOOK. By 
Oscar Krisen Buros. (Highland Park, New 
Jersey: The Mental Measurements Yearbook, 
1941.) 


This book is the latest in a comprehensive 
series of test bibliographies henceforth to be pub- 
lished every two years. The 1938 Mental Measure- 
ments Yearbook was reviewed in THE AMERICAN 
JouRNAL OF PsycHIATRY, Vol. 96: 508-509, Sept., 
1939, by W. Line, Ph.D. In the present volume 
the number of reviewers and original reviews of 
tests has been expanded and the section on book 
reviews enlarged to make it even more useful to 
test users. 

A description of one section of the book “Charac- 
ter and Personality” will serve to indicate the type 
of service available in all fields of standardized 
tests. Herein are listed every current test of 
character, personality and adjustment, most of them 
of the questionnaire type, together with references 
and usually two or more reviews. The reviewers 
are chosen to represent all useful viewpoints and 
include users of the test, authors of similar tests, 
and experts on test construction, as well as those 
critical of the value of all questionnaire tests. The 
reviews describe the test and appraise it in terms 
of reliability, validity and usefulness. The most 
frequent criticism, apart from those levelled at all 
self-evaluating questionnaires, is of the inadequacy 
of validation. This should result in a raising of 
the standards of test construction and in a more 
critical attitude to the usefulness of tests. All test 
users will appreciate the work Dr. Buros and his 
collaborators are doing. 

ELIZABETH GIFFORD, M. A., 
Toronto Psychiatric Hospital, 
Toronto, Canada. 


PextraGra. By Seale Harris, M.D. 
(St. Louis: The C. V. Mosby Co., 1941.) 


This book, written by the Professor Emeritus 
of Medicine at the University of Alabama, with 
the collaboration of a number of American authori- 
ties on the subject, is much more than a book on 
clinical pellagra; it is an exhaustive treatment of 
the problem of pellagra from many angles. The 
author and collaborators give a comprehensive 
account of the history of pellagra, the theories 
of causation from the earliest times up to the 
present, a critical survey of present opinions on 
etiology and pathology, a description of clinical 
investigations followed by a detailed account of 
symptomatology, diagnosis, prognosis, prophylaxis 
and treatment. 

In the chapters on the “Genesis of Pellagra,” 
and on “Pellagra,” “Pernicious Anaemia and 
Sprue,” Dr. Harris submits evidence of various 
workers from which he draws the conclusion that 
“the essential factor in the production of pellagra 
is a deficiency of nicotinic acid, the pellagra- 
preventive factor in vitamin B, an enzyme acti- 
vator; but the underlying pathogenesis of the 
nicotinic acid deficiency in a large proportion of 
cases probably is insufficiency of the stomach and 
liver.” This idea is given considerable emphasis 
and would seem to the reviewer to be timely since 
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so often it is taken for granted that the cause of 
pellagra lies solely in an insufficient intake of the 
chemical, when probably in many cases abnormal 
functioning of the gastrointestinal tract and liver 
hinders utilization and storage of the vitamin even 
though it is present in an adequate quantity in 
the diet. 

Dr. Harris gives evidence to indicate that this 
insufficiency of the stomach and liver may be due 
to the following causes: 

(1) The ingestion of toxins in beverages and 
foods over a long period of time which cause 
gastro-intestinal disease and liver insufficiency. 

(2) The ingestion of food or water carrying 
pathogenic bacteria, disease-producing protozoa, 
etc., which likewise may cause damage to stomach 
and liver. 

(3) “Intrinsic or endogenous” factors which ap- 
pear to be “pathologic physiology of the stomach 
and liver.” In this connection the author goes on 
to point out similarities in pathology and symp- 
tomatology in pellagra, pernicious anaemia and 
sprue, suggesting the possibility that they are allied 
nutritional diseases. 

In chapter 18 it is emphasized that “neurasthenia” 
is one of the earliest signs of the disease. “Insomnia 
with varying degrees of mental perturbation, par- 
ticularly worry” is a frequent complaint of pella- 
grins. The patient complains of tiring easily, 
difficult in concentrating and impairment of mem- 
ory. Mental depression with suicidal tendencies 
is considered the most important and most constant 
nervous manifestation of the late stages of pellagra, 
although “the psychoses of pellagra may simulate 
any type of mental disease.” The diagnosis is 
stated to be “easy” when taken in conjunction with 
the other symptoms of pellagra. 

In the chapter on “Pellagra and Southern Pros- 
perity” the author scores the unfavorable publicity 
the Southern States have received because “zealots 
of food deficiency as the sole cause of pellagra 
have left the impression that the entire South is 
backward and poverty stricken.” Statistics are 
quoted to show that pellagra exists in every state 
in the Union, and is a national problem rather 
than “the scourge of the South” as so many news- 
papers, magazines and books state. 

There is an excellent bibliography containing 
some five hundred references. 

This book should be very useful and stimulating 
to clinicians interested in pellagra. 

J. G. Dewan, M.D., 
University of Toronto. 


SocraL PsycHo.tocy oF MoperN Lire. By Stewart 
Henderson Britt. (New York: Farrar and 
Rinehart, Inc., 1941.) 


The author has successfully attempted to present 
an interesting survey of social psychology for 
students of sociology and psychology, and for the 
layman. As the title of the book suggests, the 
treatment relates to modern everyday problems; 
and a remarkably wide array of experimental and 
observational materials has been drawn upon in 
presenting the subject in concrete form. 
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The content includes description of the methods 
of social psychology; the interrelations of physio- 
logical, psychological and sociological materials; 
the general psychological bases of behavior and 
learning; the special problems of social behavior; 
an analysis of representative social groups, and a 
portrayal of some important social conflicts. In the 
case of these latter, practical solutions are fre- 
quently suggested, consistent with the general point 
of view of the book as a whole, which repeatedly 
demands an objective appraisal of facts and a 
determined programme of social and _ political 
activity. 

As is inevitable, the treatment of broad social 
issues in one volume leads to apparent super- 
ficiality. Any attempt to portray the issues of 
Nationalism and War, for example, in a twenty-six 
page chapter, especially since the present world 
conflict is also under review, can only result in a 
statement that is hopelessly inadequate. The very 
prejudice against which the student is warned 
lurks in every short-cut that is taken for the sake 
of brevity. But it would be unfair to criticize the 
author on this score, since he is asking for a 
method in approaching social issues and the method 
demands careful enquiry into facts, opinions, preju- 
dices and the like, and full and free discussion of 
all major problems. Each issue presented may, 
therefore, be regarded as a preliminary review, 
to be discussed and considered far more fully by 
the readers. Without this, there might arise an 
attitude of complacent insight, an unfortunate and 
dangerous tendency not entirely without repre- 
sentation among psychologists. 

The questions and problems suggested for dis- 
cussion at the end of each chapter are, on the 
whole, well chosen, although, again, one is likely 
to demur at the scope of many of them. (“Give 
a complete  social-psychological explanation of 
lynching,” (p. 459) asks for, and implies a great 
deal. Numerous other examples might be cited 
in similar vein.) Extensive collateral reading is 
suggested, which would have to be selectively 
handled by anyone but a_ full-time — social 
psychologist. 

W. Line, Ph. D., 


University of Toronto. 


ScIENCE AND SANITY. AN INTRODUCTION To NoN- 
ARISTOTELIAN SYSTEMS AND GENERAL SE- 
MANTIcS. Second Edition. By Alfred Kor- 
sybski. (Lancaster and New York: The 
Science Press Printing Company, 1941) 


Count Korzybski is an image breaker. He comes 
of the honourable line of Lobatchewsky and 
Brouwer and Einstein and Lucasiewicz. Eric T. 
Bell in The Search for Truth reminds us that 
the history of man’s speculation on the nature of 
truth is oriented with respect to four great land- 
marks: (a) the beginnings of measurement by 
the Egyptians; (b) the demand of Pythagoras 
for proof by deductive reasoning; (c) the challenge 
of Euclidean geometry by Lobatchewsky in 1826; 
(d) the emancipation from Aristotelian logic by 
Lucasiewicz and Tarski in 1930. 
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It is inevitable in the eternal questing of the 
human mind that from time to time authorities 
are set up; and it is the task of those who come 
after to determine whether such authorities shall 
continue to hold sway. Twenty-three hundred 
years ago Aristotle formulated certain “laws of 
thought,” and until the twentieth century A.D. 
these dicta of Aristotle were held to be of the 
nature of axioms. But among searchers for truth 
authoritarianism is less popular today than it used 
to be; and among pioneering thinkers absolutes 
and ultimates and axioms have lost caste. Euclid 
did not give to the world the only geometry ; New- 
tonian physics has had to be recast; and Aristotle 
is now arraigned as a false witness who has misled 
seventy-odd generations of logicians. 

A somewhat extended discussion of Korzybski’s 
system, as presented in the first edition of Science 
and Sanity, was offered by Douglas Campbell in 
his article, “General Semantics,” which appeared 
in the January 1937 issue of this JouRNAL. The 
fundamentals of semantics were also set forth by 
Count Korzybski in a paper read at the Cincinnati 
meeting of the Association and later published in 
the JouRNAL (September 1941). 

The text of the present edition remains the same 
as in the first, but a new fifty-page introduction, 
including 100 additional bibliographical references, 
has been provided to cover later developments in 
the field of general semantics. 

The author starts with the postulate that all 
science, logic and philosophy is simply a “product 
of the functioning of the human nervous system, 
involving some sort of internal orientations, or 
evaluations, which are not necessarily formalized. 
The analysis of such living reactions is the sole 
object of general semantics as a natural empirical 
science.” 

The statement that no two persons think or feel 
in identical fashion about anything requires no 
demonstration. May we not assume that any well- 
informed person will accept the statement as true? 
But is it so well recognized that ‘words’ and ‘facts’ 
are merely two kinds of ‘data’ and that one can 
never precisely represent the other; and further, 
that taking ‘words’ too seriously and equating 
them with ‘facts’ may lead to grievous mis- 
evaluations which prejudice happiness and even 
health? Those who wish to avoid such dangers, 
as the author remarks, “would do well to study 
the verbalizations and mis-evaluations of the men- 


tally ill in hospitals.” It is a paramount aim of 
semantics to correct this almost universal proclivity 
to ‘identification.’ 

Semantics lends its voice also to lay the fallacy 
of the Aristotelian ‘either-or’ and of the dichotomy 
of the human being (“with jails for the ‘anima!’ 
and churches for the ‘soul’”). Such verbal split- 
tings have been the plague of science. “Until 
recently we have had a split medicine. One branch, 
general medicine, was interested in the ‘body’ 
(soma); the other was interested in the ‘soul’ 
(psyche). The net result was that general medicine 
was a glorified form of veterinary science, while 
psychiatry remained metaphysical.” The mischief 
of this ancient misevaluation is recognized today. 
The verbal dichotomies ‘subjective-objective,’ 
‘affective-intellective’ are other linguistic dilemmas 
which semantics endeavors to solve. 

Korzybski contends that much individual mal- 
adjustment and international disorder results from 
ignorance or disregard of the elementary principles 
of the new science of evaluation. It cannot be 
gainsaid. Certainly the mis-evaluation of casual 
utterances and commonplace experiences plays its 
part in the genesis of malignant delusions; and 
certainly the muddy flood of words which consti- 
tutes organized destructive propaganda is a social 
toxin of the most virulent kind. The mass men- 
tality of Nazism is today a horrid example of 
social disease which might not have become epi- 
demic in Germany if the individual voters of 1930, 
1931 and 1932 had been stabilized in a truer under- 
standing of the significance of words and deeds. 

Hoping that “the governments of the world will 
awaken and realize that the proper functioning 
of the nervous systems of their citizens is in 
many ways more important that any gun, battleship 
or aeroplane,” Korzybski also looks forward to 
the time when a permanent and full-time board 
of specialists in the fields of anthropology, psy- 
chiatry and semantics may become a regular part 
of the government advisory services. “It seems 
extremely short-sighted in 1941 that governments 
should employ permanently specialists in chemistry, 
physics, engineering, etc.; other specialists who 
advise how to eliminate lice from poultry, raise 
pigs, conserve wild life, etc—and yet have no 
permanent consulting board of specialists who 
would advise how to conserve and prevent the abuse 
of human nervous systems.” 


C. B. F. 


IN MEMORIAM 


ROCK SLEYSTER 
1879-1942 


Rock Sleyster died at his home in Wau- 
watosa, Wis., on March 7, 1942. He had 
been in his office the preceding day, see- 
ing patients, and had been happy and cheerful 
—his usual self. 

He was born at Waupun, Wis., June 14, 
1879. He received his preparatory educa- 
tion at Waupun and Appleton. In 1go2 he 
was graduated from the Medical College of 
the University of Illinois, having financed his 
own way largely by whatever work he could 
obtain. After graduation he returned to 
Kiel, Wis., later moving to Appleton, where 
he served seven years in general medical 
practice. He was appointed prison physician 
in 1909 at the Wisconsin State Prison at 
Waupun. In 1913 he was selected to super- 
vise construction of the hospital for the crim- 
inal insane, becoming superintendent when 
the building had been completed. 

In these earlier years he developed a great 
interest in anthropology and collected much 
data bearing on the subject, some of which 
was published. Less than a year before his 
death he gave considerable thought to the 
re-evaluation of these data. 

During World War I he was commissioned 
a Major in the Medical Corps of the United 
States Army and was appointed medical aide 
to the Governor of Wisconsin. 

He resigned his position at Waupun in 
1919 to become medical director of the Mil- 
waukee Sanitarium, a position he held until 
his death. Never was a man better fitted by 
nature to restore hope and courage to those 
who had gone down in the uneven battles of 
life. What he did for patients seemed more 
like a happy adventure than work. In later 
years he remarked repeatedly that, were he to 
live his life over, he would not change it. 

Because of his great love of people he 
early became a leader in the organized med- 
ical societies of his community and the state. 
He was editor of the Wisconsin Medical 
Journal from 1918 to 1923. In 1924 he was 
elected president of the State Medical So- 
ciety. In recognition of outstanding service 
to the American Medical Association, ove~ 
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many years, he was elected president, unani- 
mously, in 1939-40. 

During his whole professional life he 
worked in every possible way to bring to 
family physicians opportunities to advance 
their knowledge and give better service. 
From 1916 to 1920 he was Chief of the 
Bureau of Post-Graduate Medical Instruc- 
tion of the University of Wisconsin Exten- 
sion Division. To honor him for his con- 
tribution to medical education the degree 
LL.D. was conferred upon him by Marquette 
University in June, 1941. 

Dr. Sleyster was a fellow and member of 
the Board of Governors of the American 
College of Physicians, member of The Amer- 
ican Psychiatric Association, the Association 
for Research in Nervous and Mental Dis- 
eases, the Central Neuropsychiatric Associa- 
tion, the Chicago Institute of Medicine, the 
Chicago Neurological Society, the Milwaukee 
Academy of Medicine and the Milwaukee 
Neuropsychiatric Society. 

Although he had never been robust, he 
enjoyed life immensely and never really felt 
invalided. He was a tireless worker who gave 
lavishly of himself to patients, his many 
friends, and medical organizations. In anti- 
tuberculosis work and many other philan- 
thropic activities in the community he was 
active. He collected books and had some rare 
first editions. He loved a beautiful garden, 
and had one. 

He was married in 1903 to Clara Sarah 
Swift who survives him. In a short essay 
entitled “The Doctor’s Wife,” one of the last 
to be written by him, he reflected the ideal 
married life which it had been their good 
fortune to enjoy. Their hospitality was 
widespread and gracious. 

He was, indeed, a gentle man ; thoughtful, 
wise, kindly, genial and modest, with a rich 
sense of humor and scintillating with warmth 
of personality. His last words, uttered with 
a smile after receiving relief from a short 
but painful heart attack, were, “Now I’ll go 
to sleep” —and as he had lived in good cheer, 
so he died. 

Lioyp H. Zrecier, M.D. 
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SUBJECT INDEX 
PART I 


A 


Accidents: See also Traffic Accidents. 

Psychology of Repeated Accidents in Industry ; 

Alexandra Adler, 99, July ’41. 
Administration : 

Administrative Psychiatry (Review of Psychia- 
tric Progress, 1941) ; Winfred Overholser, 581, 
Jan. 

Usefulness of Statistics to Administrator ; Move- 
ment of Patient Population in Mental Hos- 
pitals, Massachusetts; Neil A. Dayton, 159, 
Sept. 

Affective Psychoses, Dynamic Factors in; Henry 
Fox, 684, Mar. °42. 
Alcoholism : 

Alcohol Absorption and Intoxication; Max 
Rinkel, and Abraham Myerson, 767, Mar. ’42. 

Alcoholism in the History of Criminals; M. 
Geneva Gray, and Merrill Moore, 347, Nov. 41. 

Alcoholism (Review of Psychiatric Progress, 
1941); Karl M. Bowman, 589, Jan. ’42. 

Benzedrine Treatment of Alcoholism; Wilfred 
Bloomberg, 562, Jan. ’42. 

Benzedrine Treatment of Alcoholism; Milton 
Rosenbaum, and Louis Lams, 680, Mar. ’42. 

Encephalopathia Alcoholica, Vitamin Factors in; 
Norman Jolliffe, and Herman Wortis, 340, 
Nov. ’4I. 

Treatment of Chronic Alcoholism; Walter A. 
Thompson, 846, May ’42. 

Washingtonian Hospital for Treatment of Alco- 
holism, (Ed.), 780, Mar. ’42. 

AMERICAN JOURNAL OF PsycHratry, New Format 
(Ed.), 144, July 
American Psychiatric Association: 

Richmond: 
97th annual meeting, 146, July ’41. 
Proceedings, 257, Sept. ’41. 

Boston: 


o8th annual meeting, programme, 610, Jan. ’42. 
Report of Nominating Committee, 777, Mar. ’42. 


Scientific Exhibits, 622, Jan. 42. 
9 


Anaphylactic 


Association Invests in Purchase of $1,500 De- 
fense Bonds, 623, Jan. ’42. 

Committee Appointed to Publish One Hundred 
Years of American Psychiatry to be issued at 
centenary meeting 1944, 623, Jan. ’42. 

Emblem of the American Psychiatric Association, 
775, Mar. ’42. 

Membership Lists, Members Serving in Armed 
Forces, 150, July ’41. 

Special Report of Sub-Committee on Sections, 
604, Jan. '42. 


Amphetamine Sulfate: See Benzedrine. 
Amytal, Sodium, and Benzedrine Treatment of 


Schizophrenia; Leon Reznikoff, 196, Sept. ’41. 
Response during Insulin Shock 
Therapy of Schizophrenia; Edward N. Hinko, 
Meryl M. Fenton, and Harry Balberor, 140, 
July ’41. 


Annals of Surgery, Spanish Edition (Ed.), 906, 


May ’42. 

Annual Reports: 

Commonwealth Fund, 1941 (Ed.), 905 May ’42. 

John and Mary R. Markle Foundation, 1941 
(Ed.), 909, May 

Rockefeller Foundation, 1940 
Nov. ’4I. 

Arteriosclerotic and Senile Psychoses; Harold W. 
Williams, Ernest Quesnel, Vera Winston Fish, 
and Louis Goodman, 712, Mar. ’42. 

Arteriosclerotic and Senile Psychoses, Clinical Dif- 
ferentiation; D. Rothschild, 324, Nov. ’41. 

Assistant Physician (Ed.), 617, Jan. ’42. 

Association Meetings: See also American Psychia- 
tric Association. 

A.A.A.S. Psychiatric Section on Civilian Morale, 
149, July "41. 

American Associatic: on Mental Deficiency (66th 
annual meeting), 907, May ’42. 

American College of Physicians, 148, July ’41. 

American Congress on General Semantics (2nd 
Congress), 307, Sept. ’41. 


(Ed.), 464, 
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American Medical Association, Scientific Ex- 
hibits, 468, Nov. ’41. 

American Occupational Therapy Association, an- 
nual meeting, 148, July ’41; 307, Sept. ’41; 
round table conference, American Psychiatric 
Association, 149, July ’41. 

American Orthopsychiatric 
Nov. ’4I. 

Association of Military Surgeons of the United 
States, 306, Sept. ’41. 

Cincinnati Society of Neurology and Psychiatry, 
621, Jan. ’42. 

Illinois Psychiatric Society, 907, May ’42. 

Institute of Correction, North Carolina, 781, 
Mar. ’42. 

International League Against Epilepsy, 910, May 


Association, 466, 


Mental Hygiene Society of Virginia, 468, 
Nov. ’41; 907, May ’42. 

National Academy of Sciences, 616, Jan. ’42; 909, 
May ’42. 

Neuropsychiatric Panamerican Congress, Lima 
(2nd Congress), 313, Sept. ’41; (3d Congress), 
Buenos Aires, 908, May ’42. 

North Carolina Neurological and Psychiatric 
Association, 300, Sept. ’41; 905, May ’42. 

Pennsylvania Psychiatric Society, 466, Nov. ’41; 
779, Mar. ’42. 

Post-Graduate Institute for State Hospitals (3d 
regional meeting), 148, July ’41. 

Saint Elizabeths Hospital, Medical Society, 5th 
annual meeting, 906, May ’42. 

Southern Psychiatric Association, annual meet- 
ing, 300, Sept. ’41. 


B 


Bacteriology in Neuropsychiatry; Nicholas Kope- 
loff (R.), 154, July ’41. 

Behavior Problem Children: See Child Psychiatry. 

Benzedrine : 

Benzedrine Treatment of Alcoholism; Wilfred 
Bloomberg, 562, Jan. ’42. 

Benzedrine Treatment of Chronic Alcoholism; 
Milton Rosenbaum, and Louis Lams, 680, 
Mar. 

Benzedrine Treatment of Epilepsy, Study of 58 
Cases at Monson State Hospital; Leon J. 
Robinson, 215, Sept. ’41. 

Benzedrine with Sodium Amytal in Treatment 
of Schizophrenia; Leon Reznikoff, 1096, 
Sept. ’41. 

Biochemistry : 

Biochemistry (Review of Psychiatric Progress, 
1941) ; John C. Whitehorn, 587, Jan. ’42. 

Blood Sugar after Hypoglycemic Coma of Insulin 
Shock Therapy ; Marcel Heiman, 863, May 42. 

Lipide Contents of Serum in Manic Depressive 
Psychosis; Gudrun Brun (R.), 153, July ’41. 

Thyroid Medication on Brain Metabolism of 
Cretins; H. E. Himwich, C. Daly, J. F. 
Fazekas, and H. C. Herrlich, 489, Jan. ’42. 

Biographies : 

Stevenson, George H., President, 1940-41, 9, 

July ’41. 


| May 


Book Reviews: 

Abramson, Jadwiga; L’Enfant et 
Instables, 783, Mar. ’42. 

Adams, Clifford Rose; Individual Differences 
in Behavior Resulting from Experimentally 
Induced Frustration, 156, July ’41. 

Agadjanian, K.; Introduction a l’Etude Experi- 
mentale du Probléme de 1l’Hallucination, 913, 
May ’42. 

Alper, Benedict S.: See Healy, William, jt. auth, 

American Journal of Sociology; Symposium on 
Morale, 786, Mar. ’42. 

Association for Research in Nervous and Mental 
Disease; Hypothalamus and Central Levels 
of Autonomic Function, 625, Jan. ’42. 

Ayers, Arthur W.; A Comparison of Certain 
Visual Factors with the Efficiency of Textile 
Inspectors, 156, July ’41. 

3eers, C. W.; Eine Seele die sich wiederfand. 
Die Autobiographie des Begrunders. der 
“Geistigen Hygiene,” (A Mind That Found 
Itself), 474, Nov. ’41. 

Benmosché, Moses; A Surgeon Explains to the 
Layman, 914, May ’42. 

3ermann, Gregorio; Las Neurosis en la Guerra, 
626, Jan. ’42. 

Binder, Hans; Die Uneheliche Miitterschaft 
(Illegitimate Pregnancy), 784, Mar. ’42. 

Britt, Stewart Henderson; Social Psychology of 
Modern Life, 916, May ’42. 

Bronner, Augusta F.; See Healy, William, jt. 
auth. 

Brun, Gudrun; Changes in the Lipide Contents 
of Serum in Patients with Manic-Depressive 
Psychosis, 152, July 


l’ Adolescent 


Buros, Oscar Krisen; Mental Measurements 
Yearbook 1940, 915, May ’42. 
Cammack, J. S.; Moral Problems of Mental 


Defect, 311, Sept. ’4I1. 

Carlson, Earl R.; Born that Way, 786, Mar. ’42. 

Catton, Joseph; Behind the Scenes of Murder, 
627, Jan. 

Cleckley, Hervey; The Mask of Sanity, 471, 
Nov. ’4I. 

Dalbiez, Roland; Psychoanalytical Method and 
the Doctrine of Freud, 911, May ’42. 

De Jongh, Jokl Cluver Goedvolk; Training and 
Efficiency, 786, Mar. ’42. 

Delgado, Honorio, and Trelles, J. O.; Segunda 
Reunion de las Jornadas Neuro-Psiquiatricas 
Panamericanas, 313, Sept. ’41. 

Dollard, John: See Miller, Neal E., jt. auth. 

Doob, Leonard W.; The Plans of Men, 154, 
July ’41. 

Ebaugh, Franklin G.; The Care of the Psychia- 
tric Patient in General Hospitals, 473, Nov. ’41. 

Elgin State Hospital; Elgin Papers, Vol. 4, 625, 
Jan. ’42. 

Ewalt, Jack R., Parsons, Ernest H., Warren, 
Stafford L., and Osborne, Stafford L.; Fever 
Therapy Technique, 472, Nov. ’41. 

French, Lois Meredith; Psychiatric Social Work, 
915, May ’42. 

Gilbert, Ruth; The Public Health Nurse and 
Her Patient, 627, Jan. ’42. 
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Golightly, Cornelius Lacy; Thought and Lan- 
guage in Whitehead’s Categorical Scheme, 629, 
Jan. ’42. 

Hamilton, James Alexander; Toward Proficient 
Reading, 472, Nov. ’41. 

Hanes, Edward L.; The Minds and Nerves of 
Soldiers, 312, Sept. ’41. 

Harris, Seale; Clinical Pellagra, 915, May ’42. 

Healy, William, and Alper, Benedict S.; Crimi- 
nal Youth and the Borstal System, 786, 
Mar. ’42. 

Healy, William, and Bronner, Augusta F.; 
Treatment and What Happened Afterward, 
474, Nov. ’4I. 

Hinsie, Leland E., and Shatzky, Jacob; Psy- 
chiatric Dictionary, 313, Sept. ’41. 

Jokl, E.; Medical Aspects of Boxing, 785, 
Mar. ’42. 

Kardiner, Abram; The Traumatic Neuroses of 
War, 624, Jan. ’42. 

Katona, George; Organizing and Memorizing, 
782, Mar. ’42. 

Kopeloff, Nicholas; Bacteriology in Neuro- 
psychiatry, 154, July ’41. 

Korzybski, Alfred; Science and Sanity, 916, May 

Laforgue, Rene; Relativity of Reality, 787, 
Mar. ’42. 

Landis, Carney, and co-authors ; Sex in Develop- 
ment, 628, Jan. ’42. 

Layton, Warren K.; A Study of Pubescence 
in Junior High School Boys, 629, Jan. ’42. 
Lennox, William G.; Science and Seizures, 913, 

May ’42. 

Lewis, Nolan D. C.; See Reese, Hans, jt. auth. 

Liber, B.; Your Mental Health or Between 
Mental Health and Mental Disease, 312, 
Sept. ’41. 

Malzberg, Benjamin; Social and Biological As- 
pects of Mental Disease, 472, Nov. ’41. 

Mechem, May Elizabeth; The Relationship of 
Affectivity to Various Measures of Growth in 
Children, 629, Jan. ’42. 

Miller, Neal E., and Dollard, John; Social 
Learning and Imitation, 788, Mar. ’42. 

Moffie, Dannie J.; A Non-Verbal Approach to 
the Thurstone Primary Mental Abilities, 156, 
July ’41. 

Moodie, William; The Doctor and the Difficult 
Child, 313, Sept. 41. 

Mihl, Anita M.; The A B C of Criminology, 
470, Nov. ’41. 

New York Academy of Medicine Lectures to 
the Laity 1940; March of Medicine, 156, 
July 41. 

Osborne, Stafford L.: See Ewalt, Jack R., jt. 
auth. 

Parsons, Ernest H.: See Ewalt, Jack R., jt. auth. 

Preston, George H.; Psychiatry for the Curious, 
156, July 

Reese, Hans H., Lewis, Nolan D. C., and Sev- 
ringhaus, Elmer L.; The 1940 Year Book of 
Neurology, Psychiatry and Endocrinology, 157, 
July ’41. 


Reik, Theodor; From Thirty Years with Freud, 
310, Sept. ’41. 

Reik, Theodor ; Masochism in Modern Man, 470, 
Nov. ’41. 

Russia, Soviet; Recent Neuropsychiatric Publi- 
cations 1939-1940, 151, July 

Sadler, Lena K.: See Sadler, William S., jt. 
auth. 

Sadler, William S., and Sadler, Lena K.; Grow- 
ing Out of Babyhood, Problems of the Pre- 
school Child, 310, Sept. ’41. 

Sevringhaus, Elmer L.: See Reese, Hans H., 
jt. auth. 

Shatzky, Jacob: See Hinsie, Leland E., jt. auth. 

Sigerist, Henry E.; Four Treatises of Theoph- 
rastus von Hohenheim Called Paracelsus, 789, 
Mar. ’42. 

Silva, A. C. Pacheco; Psiquiatria Clinica e 
Forense, 630, Jan. ’42. 

Strachey, Mrs., St. Leo; Borrowed Children, 626, 
Jan. ’42. 

Thorpe, Louis P.; Personality and Life, 785, 
Mar. ’42. 

Towle, Charlotte; Social Case Records from 
Psychiatric Clinics, 470, Nov. ’4I!. 

Trelles, J. O.: See Delgado, Honorio, jt. auth. 

Wang, Charles K. A.; An Annotated Bibliog- 
raphy of Mental Tests and Scales, Vol. 2, 785, 
Mar. ’42. 

Warren, Stafford L.: See Ewalt, Jack R., jt. 
auth. 

Witmer, Helen Leland; Psychiatric Clinics for 
Children, 153, July ’41. 

Wright, Rebekah; Hydrotherapy in Psychiatric 
Hospitals, 151, July ’41. 

Xoomsai, T.; Measurement of Emotional Reac- 
tions, 629, Jan. ’42. 

Born That Way; Earl R. Carlson (R), 786, 
Mar. ’42. 

3owman, Dr. Karl M., Appointed Professor of 
Psychiatry, University of California, and Di- 
rector of the Langley Porter Clinic (Ed.), 
309, Sept. 

Boxing, Medical Aspects; E. Jokl (R.), 785, 
Mar. ’42. 

Brain Injury: 

Self-Inflicted Bullet Wound of Frontal Lobes in 
a Depression; Zigmond M. Lebensohn, 56, July 

Brain Metabolism, VIII. Effects of Electric Shock 
and Some Newer Drugs; S. Bernard Wortis, 
Donald Shaskan, David Impastato, and Renato 
Almansi, 354, Nov. ’41. 

Briggs, Lloyd Vernon: See Obituaries. 

Bullet Wound of Frontal Lobes in a Depression; 
Zigmond M. Lebensohn, 56, July °41. 


C 


California : 

Bowman, Dr. Karl M., Appointed Professor of 
Psychiatry, University of California and Di- 
rector of Langley Porter Clinic (Ed.), 309, 
Sept. ’41. 

Langley Porter Clinic Will Open July 1, 1942 
(Ed.), 778, Mar. ’42. 


4 
4 
¥ 
| 


g22 


ANNUAL 


INDEX 


| May 


Cameron, Dr. D. Ewen, Appointed Member of 
State Board of Psychiatric Examiners (Ed.), 
621, Jan. ’42. 

Child Psychiatry: 

Borrowed Children; Mrs. St. Leo Strachey (R.), 
626, Jan. 

Child Psychiatry (Review of Psychiatric Prog- 
ress, 1941), Leo Kanner, 595, Jan. °42. 

Children with Abdominal Pain, Johns Hopkins 
Hospital ; John P. Lambert, 451, Nov. ’41. 

Disorganizing Factors of Infant Personality ; 
Margarethe A. Ribble, 459, Nov. ’41. 

Doctor and the Difficult Child; William Moodie 
(R.), 313, Sept. ’41. 

Electroencephalogram and Delinquency, Study 
of Problem Children; Warren T. Brown, and 
Charles I. Solomon, 499, Jan. ’42. 

Electroencephalogram of Normal Children, 100 
Cases; Norman Q. Brill, and Herta Seidemann, 
250, Sept. 

Electroencephalographic Studies in Problem 
Children; Norman Q. Brill, Herta Seidemann, 
Helen Montague, and Ben H. Balser, 494, 


Jan. ’42. 
Fellowship in Extramural and Child Psychiatry, 
National Committee for Mental Hygiene 


(Ed.), 466, Nov. ’41. 

Growing out of Babyhood, Problems of the Pre- 
school Child; William S. Sadler, and Lena K. 
Sadler (R.), 310, Sept. 41. 

L’Enfant et l’Adolescent Instables; 
Abramson (R.), 783, Mar. ’42. 

Psychiatric Clinics for Children; Helen Leland 
Witmer (R.), 153, July ’41. 

Treatment of Childhood Schizophrenia by Metra- 
zol Shock; Frances Cottington, 397, Nov. ’41. 

Civil Service Commission, Openings for Medical 
Officers (Ed.), 466, Nov. ’41. 
Civilian Mental Health (Ed.), 907, May ’42. 
Civilian Morale: See also War. 
Civilian Morale (Ed.), 307, Sept. ’41. 


Jadwiga 


Civilian Morale in War Time (Ed.), 778, 
Mar. ’42. 

Civilian Morale, Psychiatric Aspects (Ed.), 149, 
July ’41. 

Morale, Symposium, American Journal of 


Sociology (R.), 786, Mar. ’42. 
Clinical Psychiatry (Review of Psychiatric Prog- 
ress, 1941) ; Nolan D. C. Lewis, 583, Jan. ’42. 
Committee on Aid to Libraries in War Areas, 
Conservation of Scholarly Journals (Ed.), 779, 
Mar. 742. 
Commonwealth Fund: See Annual Reports. y 
Community Care; 3 

Community Care of the Mentally Defective; 
Edward J. Humphreys, 42, July ’41. 

Family Care, A Community Resource in Re- 
habilitation of Mental Patients; Study of 299 
Cases at Worcester State Hospital; Hans B. 
Molholm, and Walter E. Barton, 33, July ’41. 

Psychiatric Clinic and Its Relation to the Com- 
munity; Spafford Ackerly, 29, July ’41. 

Convulsive Disorders: See also Epilepsy. 

Convulsions of Early Life; Douglas A. Thom, 

574, Jan. 


Experimental Convulsions Produced in Animals; 
Leonore Moolten Kopeloff, S. Eugene Barrera, 
and Nicholas Kopeloff, 881, May ’42. 

Experimental Metrazol Convulsions in Monkeys; 
Silvano Arieti, 70, July ’41. 

Corpus Callosum Studies VIII.. Partial and Com- 
plete Section of the Corpus Callosum on Psy- 
chiatric Epileptics; Andrew J. FE. Akelaitis, 
409, Nov. 4I. 

Correspondence: 

A Word from the President, Dr. J. K. Hall, 303, 
Sept. ’4I1. 

Curare-electro-shock Therapy; A. E. Bennett, 
773, Mar. ’42; Joseph Wortis, 773, Mar. 42. 

Cretins, Brain Metabolism of; H. FE. Himwich, 
C. Daly, J. F. Fazekas, and H. C. Herrlich, 
489, Jan. 

Criminological Psychiatry : 

A BC of Criminology; 
470, Nov. ’4I. 

Alcoholism in Criminals; M. Geneva Gray, and 
Merrill Moore, 347, Nov. ’41. 

Behind the Scenes of Murder; 
(R.), Jan. *42. 

Criminal Y outh and the B 


Anita M. Muhl (R.), 


J yseph Catton 


yrstal System; William 


Healy, and Benedict S. Alper (R.), 786, 
Mar. ’42. 

Insanity in Murder; Charles A. Rymer, 690, 
Mar. 742. 


New Criminal Code in New York State; Benja- 
min Apfelberg, 415, Nov. ’4I. 
Curare-electro-shock Therapy (Correspondence), 
A. E. Bennett, 773, Mar. ’42; Joseph Wortis, 
773, Mar. 


D 


Delaware: 

Mental Hospital and the Community; M. A. 
Tarumianz, 656, Mar. 

Psychiatry in Delaware (Ed.), 304, Sept. ’41. 

Delinquency : 

Delinquency and the Electroencephalograph, 
Study of Problem Children; Warren T. Brown, 
and Charles I. Solomon, 499, Jan. ’42. 

Delinquent Behavior Problem Children, Electro- 
encephalographic Studies; Norman Q. Brill, 
Herta Seidemann, Helen Montague, and Ben 
H. Balser, 494, Jan. ’42. 

Treatment and What Happened Afterward; Wil- 
liam Healy, and Augusta F. Bronner (R.), 
474, Nov. 

Dental Conditions in Mental Patients, Relation of 
Vitamin C Deficiency to; Hyman S. Barahal, 
and Maynard G. Priestman, 823, May ’42. 

Dictionary, Psychiatric; Leland E. Hinsie, 
Jacob Shatzky (R.), 313, Sept. ’4r1. 

Differential-Diagnostic Method of Interpreting Mo- 
saics and Colored Block Designs; Frederic 
Wertham, and Lili Gordon, 124, July ’4r1. 

Dilantin Therapy, Study of 40 Cases at Caro State 
Hospital for Epileptics ; Willard W. Dickerson, 
515, Jan. 

Disseminated Sclerosis, Behavior of Patients with; 
Orthello R. Langworthy, Lawrence C. Kolb, 
and Serge Androp, 243, Sept. 41. 
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E 
Education : 

Annual Report from President, Johns Hopkins 
University (Ed.), 777, Mar. ’42. 

Educational Psychiatry (Review of Psychiatric 
Progress, 1941); Franklin G. Ebaugh, and 
Charles A. Rymer, 600, Jan. ’42. 

Talking Pictures in Psychiatric Teaching; 
Alexander H. Leighton, and Theodore Lidz, 
740, Mar. ’42. 

Electroencephalography : 

Electroencepalogram and Delinquency, War- 
ren T. Brown, and Charles I. Solomon, 499, 
Jan. ’42. 

Electroencephalograms of Manic-Depressive Pa- 
tients; Pauline A. Davis, 430, Nov. ’41. 

Electroencephalograms of Normal Children, 100 
Cases; Norman Q. Brill, and Herta Seide- 
mann, 250, Sept. ’4I1. 

Electroencephalographic Studies after Metrazol, 
9 Cases; Knox H. Finley, and Joseph M. 
Lesko, 185, Sept. ’41. 

Electroencephalographic Studies in Corticohypo- 
thalamic Relations in Schizophrenia; Roy B. 
Grinker, and Herman M. Serota, 385, Nov. ’41. 

Electroencephalographic Studies in Organic Psy- 
choses; Paul Hoch, and Joseph Kubis, 404, 
Nov. ’4I. 

Electroencephalographic Studies in Problem Chil- 
dren; Norman Q. Brill, Herta Seidemann, 
Helen Montague, and Ben H. Balser, 494, 
Jan. ’42. 

Electroencephalographic Studies in Pyknolepsy ; 
Joseph W. Owen, and Louis Berlinrood, 757, 
Mar. ’42. 

Electroencephalography in Schizophrenia; Knox 
H. Finley, and C. Macfie Campbell, 374, 
Nov. ’4I. 

Electrophysiology (Review of Psychiatric Prog- 
ress, 1941) ; William G. Lennox, 592, Jan. ’42. 


\V/Electro-Shock Therapy: 


Curare-electro-shock Therapy, (Correspondence), 
A. E. Bennett, 773, Mar. ’42; Joseph Wortis, 
773, Mar. 

Effects of Electric Shock and Some Newer 
Drugs (Brain Metabolism VIII); S. Bernard 
Wortis, Donald Shaskan, David Impastato, 
and Renato Almansi, 354, Nov. ’4I1. 

Electro-Shock Therapy, Study of 15 Cases at 
the North Carolina State Hospital; Hans 
Léwenbach, and Edward J. Stainbrook, 828, 
May ’42. 

Electro-Shock Therapy in the Psychoses; L. H. 
Smith, J. Hughes, D. W. Hastings, and B. J. 
Alpers, 558, Jan. 42. 

“Petit Mal” Response in Electric Shock Therapy ; 
Lothar B. Kalinowsky, S. Eugene Barrera, and 
William A. Horwitz, 708, Mar. ’42. 

Shock Therapy (Review of Psychiatric Prog- 
ress, 1941); Karl M. Bowman, 591, Jan. °42. 

Elgin Papers, Vol. 4; Elgin State Hospital Staff 
(R.), 625, Jan. ’42. 

Emblem of American Psychiatric Association 
(Ed.), 775, Mar. ’42. 

Emotional Influences upon Esophageal Function; 
William B. Faulkner, Jr., 227, Sept. ’41. 


Encephalopathia Alcoholica, Vitamin Factors in; 
Norman Jolliffe, and Herman Wortis, 340, 
Nov. ’4I. 

Endocrinology (Review of Psychiatric Progress, 
1941); John C. Whitehorn, 587, Jan. ’42. 

Epilepsy: See also Convulsive Disorders. 

Benzedrine as a Corrective in Epilepsy, Study 
of 58 Patients at Monson State Hospital; 
Leon J. Robinson, 215, Sept. ’41. 

Dilantin Therapy, Study of 40 Patients at Caro 
State Hospital for Epileptics; Willard W. 
Dickerson, 515, Jan. ’42. 

Epilepsy (Review of Psychiatric Progress, 
1941); William G. Lennox, 594, Jan. ’42. 
Institutional Psychotic Epileptic, Study of 51 

Cases; J. Andrew Gottschalk, 839, May ’42. 

Mental Defect in Epilepsy and Influence of 
Heredity ; William G. Lennox, 733, Mar. ’42. 

Pneumo-Encephalography in Epilepsy; Willard 
W. Dickerson, 102, July ’41. 

Rheumatic Epilepsy; Walter L. Bruetsch, 727, 
Mar. ’42. 

Science and Seizures; William G. Lennox (R.), 
913, May ’42. 

Studies on the Corpus Callosum VIII of Psycho- 
pathic Epileptics; Andrew J. E. Akelaitis, 400, 
Nov. ’4I. 

Vertebral Fractures in Convulsive Therapy and 
Epilepsy ; Harry J. Worthing, and Lothar B. 
Kalinowsky, 533, Jan. ’42. 

Ergotamine Intoxication, Schilder’s Disease in; 
George A. Jervis, and J. A. Kindwall, 650, 
Mar. ’42. 

Examination Methods, Group Surveys; Lionel S. 
Penrose, and C. Roger Myers, 238, Sept. ’41. 

Experimental Convulsions Produced in Animals; 
Leonore Moolten Kopeloff, S. Eugene Bar- 
rera, and Nicholas Kopeloff, 881, May ’42. 

Experimental Metrazol Convulsions in Monkeys; 
Silvano Arieti, 70, July ’41. 

Experimental Neuropathology : 

The Hypothalamus in Psychiatry; Jules H. 
Masserman, 633, Mar. ’42. 

Experimental “Shock Therapies” in Cats with 
Insulin and Metrazol; Meta A. Neumann, 
Robert Cohn, and Solomon Katzenelbogen, 668, 
Mar. ’42, 

Experimentally Produced Neuroses; W. Horsley 
Gantt, 475, Jan. ’42. 

Extramural Care (Review of Psychiatric Progress, 
1941) ; Aaron J. Rosanoff, 598, Jan. ’42. 


F 


Family Care, A Community Resource in the Re- 
habilitation of Mental Patients, Study of 209 
Cases at Worcester State Hospital; Hans B. 
Molholm, and Walter E. Barton, 33, July ’41. 

Family Studies: 

Manic-Depressive Psychosis in Prominent Fami- 
lies; Abraham Myerson, and Rosalie D. Boyle, 
11, July 

Fellowships : 

Extramural and Child Psychiatry, National Com- 
mittee for Mental Hygiene (Ed.), 466, 
Nov. ’4I. 


i 


Q24 ANNUAL INDEX 


| May 


Research in Nutrition, Swift & Co., Chicago 
(Ed.), 468, Nov. ’41. 
Fever Therapy Technique; Jack R. Ewalt, Ernest 
H. Parsons, Stafford L. Warren, and Stafford 
L. Osborne (R.), 472, Nov. ’41. 
Folie 4 Deux, Case of Identical Twins; Jack G. 
Oatman, 842, May ’42. 
Forensic Psychiatry (Review of Psychiatric Prog- 
ress, 1941) ; Winfred Overholser, 583, Jan. ’42. 
Format, New, American Journal of Psychiatry, 
(Ed.), 144, July ’41. 
Freud: 
From Thirty Years with Freud; Theodor Reik 
(R.), 310, Sept. ’41. 
Galileo and Freud; Foster Kennedy, 770, 
Mar. ’42. 
Psychoanalytical Method and the Doctrine of 
Freud; Ronald Dalbiez (R.), 911, May ’42. 


G 


Galileo and Freud; Foster Kennedy, 770, Mar. ’42. 

Gardner Behavior Chart; Paul H. Wilcox, 874, 
May ’42. 

Garvin, William C.; See Obituaries. 

General Hospitals, Care of the Psychiatric Patient 
in; Franklin G. Ebaugh (R.), 473, Nov. ’4!. 

General Semantics: See Semantics. 

Genetics (Review of Psychiatric Progress, 1941) ; 
Aaron J. Rosanoff, 599, Jan. ’42. 

Geriatrics : 

Geriatrics (Review of Psychiatric Progress, 
1941) ; Karl M. Bowman, 592, Jan. ’42. 

Manic-Depressive Psychoses in Later Life 
Period; Edwin J. Doty, 645, Mar. ’42. 

Senile and Arteriosclerotic Psychoses; D. 
Rothschild, 324, Nov. ’41. 

Senile and Arteriosclerotic Psychoses; Harold 
W. Williams, Ernest Quesnel, Vera Winston 
Fish, and Louis Goodman, 712, Mar. ’42. 

Gerontology ; Dr. Nathan W. Shock Appointed to 
National Institute of, Health, U. S. Public 
Health Service to work on gerontology (Ed.), 
777, Mar. ’42. 

Gerty, Dr. F. J., Receives Appointment at Uni- 
versity of Illinois (Ed.), 309, Sept. ’41. 

Gillespie, Dr. Robert D., Delivers Salmon Me- 
morial Lectures 1941, “Psychoneuroses in 
Peace and War and the Future of Human 
Relationships” (Ed.), 304, Sept. 41; 618, 
Jan. ’42. 

Gjessing Affair—Norwegian Doctors Stand Firm 
Against Nazification (Ed.), 614, Jan. ’42. 
Glioma of the Diencephalon in a Manic Patient; 

Karl Stern, and Travis E. Dancey, 716, 
Mar. ’42. 

Gregory, Menas S.; Bequest to New York Uni- 
versity (Ed.), 908, May ’42. 

Gregory, Menas S.: See Obituaries. 


H 


Hallucination: Introduction a l’Etude Experimen- 
tale du Probléme de Il’Hallucination; K. 
Agadjanian (R.), 913, May ’42. 


Heredity : 

Hereditary Factor in Mental Deficiency; A. T. 
Hopwood, C. C. Kirk, and F. L. Keiser, 22 
July 

Heredity (Review of Psychiatric Progress, 
1941); Aaron J. Rosanoff, 590, Jan. 742. 
Manic-Depressive Psychosis in Prominent Fami- 
lies; Abraham Myerson, and Rosalie D. Boyle, 

II, July ’41. 

Mental Defect in Epilepsy and Influence of 
Heredity; William G. Lennox, 733, Mar. ’42. 

Predisposition and Resistance to Schizophrenia ; 
Franz J. Kallman, and S. Eugene Barrera, 
544, Jan. 

Histopathological Changes in Metrazol Convul- 
sions in Monkeys; Silvano Arieti, 70, July ’41. 
Historical : 

American Journal of Psychiatry, New Format 
(Ed.), 144, July 

Centennial of Dept. for Mental and Nervous 
Diseases of the Pennsylvania Hospital (Ed.), 
143, July ’41. 

Emblem of American Psychiatric Association 
(Ed.), 775, Mar. ’42. 

Psychiatry in Massachusetts ; Harry C. Solomon, 
698, Mar. ’42. 

Psychopathic Department of an American Gen- 
eral Hospital in 1808 (The New York Hos- 
pital) ; William L. Russell, 229, Sept. ’41. 

Special Committee appointed to publish history 
of North American psychiatry entitled One 
Hundred Years of American Psychiatry (Ed.), 
623, Jan. 

Special Sub-Committee on Sections, American 
Psychiatric Association, historical note, 604, 
Jan. ’42. 

Hobbies : 

Shell Collecting as Occupational Therapy; 
Merrill Moore, 676, Mar. ’42. 

Hospitals: See General Hospitals, Mental Hos- 
pitals. 

Hydrocephalus; Otto Marburg (R.), 152, July ’41. 

Hydrotherapy in Psychiatric Hospitals; Rebekah 
Wright (R.), 151, July ’41. 

Hyperostosis, Syndrome of Internal Frontal, Study 
of 8 Cases; Nathan Roth, 63, July ’41. 

Hypochondriacal Complaints, Personality and En- 
vironment; Solomon Katzenelbogen, 815, 
May ’42. 

Hypothalamus and Central Levels of Autonomic 
Function, Vol. 20; Association for Research 
in Nervous and Mental Disease (R.), 625, 
Jan. ’42. 

Hypothalamus in Psychiatry; Jules H. Masser- 
man, 633, Mar. ’42. 


Industry : 

Industrial Psychiatry (Review of Psychiatric 
Progress, 1941); Franklin G. Ebaugh, and 
Charles A. Rymer, 602, Jan. ’42. 

Repeated Accidents in Industry; Alexandra 
Adler, 99, July ’41. 

Infant Personality, Disorganizing Factors of ; Mar- 
garethe A. Ribble, 459, Nov. ’41. 
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Insanity Plea in Murder; Charles A. Rymer, 690, 
Mar. ’42. 
Insomnia: Sleep Disturbances, Clinical Study; 
Burtrum C. Schiele, 119, July ’41. 
Insulin Shock Treatment: See Pharmacological 
Shock Treatment. 
Internal Frontal Hyperostosis, Study of 8 Cases; 
Nathan Roth, 63, July ’41. 
Internships : 
Bellevue Hospital, New York City (Ed.), 620, 
Jan. ’42. 
Langley Porter Clinic, University of California 
(Ed.), 778, Mar. ’42. 


J 
Japan: 
National Paranoia: National Ideals of the 
Japanese People (Ed.), 903, May 42. 


K 


Kepner Method of Collecting Sputum from Psy- 
chotic Patients (Ed.), 780, Mar. ’42. 


L 


LaBurt, Dr. H. A., Appointed Superintendent of 
Harlem Valley State Hospital (Ed.), 620, 
Jan. ’42. 

Legislation: 

New Criminal Code in New York State; Benja- 
min Apfelberg, 415, Nov. ’41. 

Lipide Contents of Serum in Manic Depressive 

Psychosis; Gudrun Brun (R.), 152, July ’41. 


Mc 


McBroom, Dr. David E., Appointed to Minnesota 
Division of Institutions (Ed.), 467, Nov. ’41. 


M 


Manic-Depressive Psychoses : 

Changes in the Lipide Contents of Serwm in 
Manic-Depressive Psychoses; Gudrun Brun 
(R.), 152, July ’41. 

Electroencephalograms of Manic-Depressive Pa- 
tients; Pauline A. Davis, 430, Nov. ’4I1. 

Glioma of the Diencephalon in a Manic Patient ; 
Karl Stern, and Travis E. Dancey, 716, 
Mar. ’42. 

Manic-Depressive Psychoses in Later Life 
Period; Edwin J. Doty, 645, Mar. ’42. 

Manic-Depressive Psychosis in Prominent Fami- 
lies; Abraham Myerson, and Rosalie D. Boyle, 
11, July ’41. 

Prognosis in Manic-Depressive Psychoses, Study 
of 208 Cases; Thomas A. C. Rennie, 801, May 
"42. 

March of Medicine, New York Academy Lectures 
to the Laity, 1940 (R.), 156, July ’4r. 

Markle Foundation: See Annual Reports. 

Marshall, William H.: See Obituaries. 

Mask of Sanity; Hervey Cleckley (R.), 471, 
Nov. ’4I. 

Masochism in Modern Man; Theodor Reik (R.), 
470, Nov. ’4I. 


Massachusetts, Movement of Population in Mental 
Hospitals, Statistical Survey; Neil A. Dayton, 
159, Sept. 

Massachusetts, Psychiatry in; Harry C. Solomon, 
698, Mar. ’42. 

Medico-Legal : 

Insanity Plea in Murder; Charles A. Rymer, 690, 
Mar. ’42. 

Memorial Lectures: 

Salmon Memorial Lectures, 1941; Dr. Robert D. 
Gillespie (London), “Psychoneuroses in Peace 
and War and the Future of Human Relation- 
ships” (Ed.), 304, Sept. ’41; 618, Jan. ’42. 

Memory, Effect of Convulsive Treatment on (Study 
of 10 Cases) ; Irene Sherman, John Mergener, 
and David Levitin, 401, Nov. ’41. 

Menninger Foundation (Ed.), 621, Jan. ’42. 

Menstrual Cycle in Psychoses; Herbert S. Ripley, 
and George N. Papanicolaou, 567, Jan. ’42. 

Mental Deficiency : 

Community Care of the Mentally Defective; 
Edward J. Humphreys, 42, July ’41. 

Emergency Committee on Mental Deficiency 
(Ed.), 467, Nov. ’41. 

Feebleminded Motorist; Lowell S. Selling, 834, 
May ’42. 

Hereditary Factor in Mental Deficiency; A. T. 
Hopwood, C. C. Kirk, and F. L. Keiser, 22, 
July ’41. 

Mental Defect in Epilepsy and Influence of 
Heredity ; William G. Lennox, 733, Mar. ’42. 

Mental Deficiency (Review of Psychiatric Prog- 
ress, 1941), Leo Kanner, 597, Jan. ’42. 

Moral Problems of Mental Defect; J. S. Cam- 
mack (R.), 311, Sept. ’41. 

Training in a State School for Defectives; 
Edward J. Humphreys, and Suzanne Howe, 
482, Jan. 

Mental Health and Mental Disease; B. Liber (R.), 
312, Sept. 

Mental Health, South African Medical Journal 
(Ed.), 467, Nov. ’41. 

Mental Hospital and the Community; M. A. 
Tarumianz, 656, Mar. ’42. 

Mental Hygiene: Eine Seele die sich wiederfand. 
Die Autobiographie des Begrunders der 
“Geistigen Hygiene”; C. W. Beers (R.), 474, 
Nov. 

Mental Measurements Yearbook 1940; Oscar 
Krisen Buros (R.), 915, May ’42. 

Metrazol Shock Treatment: See Pharmacological 
Shock Treatment. 

Meyer, Professor Adolf, Retirement from Johns 
Hopkins University, 143, July ’41. 

Military Psychiatry: See also Civilian Morale, 
War. 

Army Psychiatric Literature Factors in Interpre- 
tation; David A. Flicker, 795, May °42. 

Gillespie, Dr. Robert D. (London), Salmon 
Memorial Lecturer 1941, on War Psychiatry 
(Ed.), 304, Sept. ’41; 618, Jan. 42. 

Las Neurosis en la Guerra; Gregorio Bermann 
(R.), 626, Jan. ’42. 

Military Psychiatrist at Work; William C. 
Porter, 317, Nov. ’4I1. 
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Military Psychiatry (Review of Psychiatric 
Progress, 1941); Winfred Overholser, 581, 
Jan. 

Minds and Nerves of Soldiers; Edward L. Hanes 
(R.), 312, Sept. ’4r1. 

Need of Psychiatrists in the British Army (Ed.), 
778, Mar. ’42. 

Neuro-Psychiatric Examination at the R. L. 
Army Induction Station; Hugh E. Kiene, 
Arthur S. Hassell, and Himon Miller, 500, 
jan. ‘42. 

Organization of Psychiatry for the Emergency ; 
Harry A. Steckel, 791, May ’42. 

Psychiatric Public Health Aspects of War, 
Presidential Address, 1941; George H. Steven- 
son, I, July 41. 

Psychiatric Seminar for Medical Examiners of 
Draft Boards in California; (Ed.), 150, 
July ’41. 

Red Cross Calls for Psychiatric Social Workers 
for Naval and Army General and Station 
Hospitals (Ed.), 906, May ’42. 

Selective Service System (Ed.), 615, Jan. ’42. 

Mississippi Valley Medical Society, 1942 Essay 
Contest (Ed.), 623, Jan. ’42. 

Morale: See Civilian Morale. 

Murder, Behind the Scenes of ; Joseph Catton (R.), 
627, Jan. ’42. 

Murder, Insanity Plea in; Charles A. Rymer, 690, 
Mar. ’42. 


N 


Narcolepsy, Study of 7 Cases; William F. Murphy, 
334, Nov. ’41. 

Narcolepsy, Mental Symptoms in; Max Levin, 673, 
Mar. ’42. 

National Academy of Sciences establishes National 
Science Fund (Ed.), 616, Jan. ’42; 909, May 
"42. 

National Foundation for Infantile Paralysis— 


Respirators, Location and Owners (Ed.), 907, 


May 
National Paranoia: 

National Ideals of the Japanese People (Ed.), 

903, May ’42. 
Neuropathology : 

Brain Tumor in Psychiatric Diagnosis ; Howard 
D. McIntyre, and Aurelia McIntyre, 720, 
Mar. ’42. 

Glioma of the Diencephalon in a Manic Patient ; 
Karl Stern, and Travis E. Dancey, 716, 
Mar. ’42. 

Histopathological Changes in Metrazol Convul- 
sions in Monkeys; Silvano Arieti, 70, July ’41. 

Hypothalamus in Psychiatry; Jules H. Masser- 
man, 633, Mar. ’42. 

Neuropathology (Review of Psychiatric Prog- 
ress, 1941) ; John C. Whitehorn, 587, Jan. ’42. 

Syndrome of Internal Frontal Hyperostosis, 
Study of 8 Cases; Nathan Roth, 63, July ’41. 

Neuropsychiatric Problems in High Altitudes, 
Russian Journal of Neuropathology and Psy- 
chiatry (Ed.), 622, Jan. 42. 


Neuroses : 

Physiological Conception and Treatment of 
Psychoneuroses; Edmund Jacobson, 2109, 
Sept. "41. 

Psychoneurotic Disorders, Hospital Treatment; 
Donald M. Hamilton, and James H. Wall, 551, 
Jan. '42. 

Neurosurgery : 

Prefrontal Leucotomy, Study of 22 Psychotics 
and 5 Schizophrenics; Edward A. Strecker, 
Harold D. Palmer, and Francis C. Grant, 524, 
Jan. ’42. 

Neurosyphilis (Review of Psychiatric Progress, 
1941) ; Karl M. Bowman, 590, Jan. ’42. 

New York Hospital—Psychopathic Department of 
an American General Hospital in 1808; Wil- 
liam L. Russell, 229, Sept. ’4r1. 

New York State: New Criminal Code; Benjamin 
Apfelberg, 415, July ’41. 

Nicotinic Acid in Stupor, Lethargy and other 
Psychiatric Disorders; V. P. Sydenstricker, 
and H. M. Cleckley, 83, July ’41. 

Northport, L. I., Neuropsychiatric Research Unit, 
Veterans Administration Facility (Ed.), 306, 
Sept. ’4I. 

Norway : 

Gjessing Affair—Norwegian Doctors Stand Firm 
against Nazification (Ed.), 614, Jan. ’42. 
Nurses Required for Panama Canal Service (Ed.), 

621, Jan. ’42. 
Nutrition, Research Fellowships: See Fellowships. 


O 
Obituaries : 
Briggs, Lloyd Vernon, 315, Sept. ’41. 
Garvin, William C., 908, May ’42. 
Gregory, Menas, 468, Nov. ’41; 631, Jan. ’42; 
908, May ’42. 
Marshall, William H., 618, Jan. ’42. 
Paton, Dr. Stewart, 622, Jan. ’42. 
Sleyster, Rock, 918, May ’42. 
Sprague, George P., 779, Mar. ’42. 

Occupational Therapy : 

Shell Collecting as Occupational Therapy; 
Merrill Moore, 676, Mar. ’42. 

Ordinal Position and Schizophrenia; Ralph M. 
Patterson, and Thornton Woodward Zeigler, 
455, Nov. ’41. 

Organic Psychoses, Electroencephalographic Stud- 
ies in; Paul Hoch, and Joseph Kubis, 404, 
Nov. ’4I. 

Organising and Memorizsing ; George Katona (R.), 
782, Mar. 42. 


P 

Pain : 

Psychiatric Observations on Children with Ab- 
dominal Pain, Johns Hopkins Hospital; John 
P. Lambert, 451, Nov. ’41. 

Panamerican Neuropsychiatric Congress, Lima, 
1939, Vol. 2, Transactions; Honorio Delgado, 
and J. O. Trelles (R.), 313, Sept. ’41; 3d Tri- 
ennial Congress, Buenos Aires (Ed.), 908, 
May ’42. 

Paracelsus, Four Treatises; Henry E. Sigerist 
(R.), 780, Mar. ’42. 
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Partlow, Dr. William D., Honored by Bryce Hos- 
pital, Tuscaloosa, Alabama (Ed.), 467, 
Nov. ’4I. 


Paton, Dr. Stewart: See Obituaries. 
Pellagra, Clinical; Seale Harris (R.), 915, May ’42. 
Pennsylvania Hospital, Centennial of Dept. for 


Mental and Nervous Diseases (Ed.), 143, 
July 

Personality and Life; Louis P. Thorpe (R.), 785, 
Mar. ’42. 


Personality, Unity and Continuity of the; Arthur 
P. Noyes, 662, Mar. ’42. 

“Petit Mal” Response in Electric Shock Therapy ; 
Lothar B. Kalinowsky, and S. Eugene Barrera, 
708, Mar. ’42. 

Pharmacological Shock Treatment: 

Insulin Shock Treatment: 

Anaphylactic Response during Insulin Shock 
Therapy of Schizophrenia; Edward N. 
Hinko, Meryl M. Fenton, and Harry Bal- 
beror, 140, July °41. 

Blood Sugar in Hypoglycemic Coma of Insulin 
Shock Therapy; Marcel Heiman, 863, 
May ’42. 

Experimental “Shock Therapies” in Cats with 
Insulin; Meta A. Neumann, Robert Cohn, 
and Solomon Katzenelbogen, 668, Mar. ’42. 

Insulin Convulsions, Method of Prevention; 
Jacob O. Frostig, C. R. Bennett, J. Schreiber, 
and G. F. Thomas, 369, Nov. ’41. 

Insulin given Intravenously or Subcutaneously 
to Psychotic Patients; Irving C. Sherman, 
John C. Mergener, and Abraham A. Low, 
77, July 

Insulin Shock Therapy after 1 to 3 Years, 
Follow-up Results, Pennsylvania Hospital; 
T. D. Rivers and E. D. Bond, 382, Nov. ’41. 

Parallel Findings in Schizophrenia under In- 
sulin Shock Treatment, Preliminary Report, 
University of Toronto; B. H. McNeel, J. G. 
Dewan, C. R. Myers, L. D. Proctor, J. E. 
Goodwin, 422, Nov. ’4I. 
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